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Up-to-Date 
Antitussive 


Sedative-antitussive effects of Methajade control sleep-robbing 
paroxysmal cough—allow patients to get needed rest. 


SUBDUES VIOLENT COUGHING 


METHAJADE® spares your patients the needless vio- 
lence of exhausting, “‘unproductive’’ cough—with- 
out depriving them of the benefits of normal 
expectoration. 

Because it contains methadone, the synthetic anal- 
gesic-antitussive, METHAJADE is capable of suppress- 
ing the irritability of the cough reflex without block- 
ing it entirely. 

Because it contains potassium citrate and diluted 
phosphoric acid, METHAJADE promotes the liquefac- 
tion and loosening of mucus, facilitating the expul- 
sion of bronchial exudate and debris. 

Because it relaxes smooth muscle, including that 
in the tracheobronchial tree, METHAJADE is effective 
in relieving the bronchial spasm often associated 
with coughs. 

Together, these actions tend to decrease the fre- 
quency and increase the efficiency of coughing, and 
to relieve bronchial spasm. METHAJADE is therefore 
well qualified as a practical aid in achieving the 
modern objectives of cough control: 

(1) to preserve the natural physiologic benefits of 
the cough— 

(2) to reserve the act of coughing for “productive” 
expectoration. 


itionN—MetHasade is a sugar-free antitussive 
with a delicious, fresh, lime flavor. Each 30 cc. 
(1 fi. oz.) contains: 


Methadone hydrochloride* 

hydrochloride) 

WARNING: may be habit forming. 


Propadrine®, phenylpropanolamine 


hydrochloride ............. 


Potassium citrate ... 


Diluted phosphoric acid . 


Alcohol 5% 


Average Dose for Adults: 1 to 2 teaspoonfuls every 


three or four hours. 


CHILDREN: 

(note: METHAJADE should not be administered to 
children under 2 years of age. In children 2 years of 
age or older, METHAJADE should be used only in cases 
of severe, intractable cough.) 

Two years: 44 teaspoonful not more often than 
every four hours. 

Five years: ¥% teaspoonful not more often than 
every four hours. 

Ten years: 1 teaspoonful not more often than every 
four hours. 


Packaging—Metasape is supplied in pint Spasaver® 
bottles and gallon bottles. 
Sharp & Dohme, Philadelphia 1, Pa. 


*The analgesic potency of methadone hydrochloride Pan for weight—approximately 


equivalent to that of morphine. It controls cough as we 


i as, or better than, codeine. 


Methadone hydrochloride is subject to the provisions of the Harrison Narcotic Act. 


10 mg. 
; 1.2 Gm. 
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— New! The Specialties 
Russell L. Cecil | im General Practice 


This new book is something that the family physician has wanted for a long 
time. Written by 14 specialists, it has been organized and edited by Dr. Cecil 
to give you the information you need on which of the so-called “specialty” cases 
to refer, which to manage yourself, and how to manage them. (Dr. Cecil knows 
the general man’s viewpoint—as evidenced by the fact that his “Textbook of 
Medicine” has been used by well over a quarter of a million physicians.) 


These Are The Specialties Covered in the Book 


Minor Surgery Diseases of the Anus, Ophthalmology 

Orthopedic Surgery Rectum and Colon Diseases of the Nose and Throat 
Fractures and Dislocations Gynecology and Obstetrics Diseases of the Larynx, Bronchi 
Urology Pediatrics and Esophagus 

Otology Dermatology and Syphilology Psychiatry 


Diagnosis and treatment which fall within the family physician's realm are dis- 
cussed in detail. Included at frequent intervals are prescriptions that you can 
use exactly as given. The cases in which expert advice should be sought are 
indicated. What the general practitioner should do for the patient after he has 
been treated by the specialist is also clearly pointed out. 


The general practitioner is not the only one who will welcame this compact and 
well-illustrated new work. The specialist himself frequently encounters prob- 
lems in his patients which are outside the normally accepted limitations of his 
specialty. With the help of this up-to-date work, he will be able in many cases 
to handle such problems himself, rather than sending the patient on to still 
another specialist. In short, this is a useful book for any doctor. 


By 14 Authorities. Edited by Russert L. Cecit, M.p., Professor of Clinical Medicine Emeritus, Cornell Univer- 
sity Medical College. 818 pages, 7” x 10”, with 470 illustrations. $14.50. New! 
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{eaves from aDoctor’s Diary 


By Maurice 


October 1 . . . At 3:00 a.m. the 
policeman on the beat called to 
ask me to please see a man four 
blocks away who had just died. 
I was to come over and pronounce 
him dead. The place was a sort 
of rooming house for men who 
have reached the bottom of the 
heap. Misery and destitution were 
the absolute center of life in that 
huge room peopled with enigmas 
of protruding peculiarities. Some 
of the men were snarling, some 
smiled sheepishly and others just 
stared. The environment was 
sordid and the air unbreathable. 
The squalor was indescribable. I 
asked the man who led me to the 
corpse, “Who are you?” In bated 
breath that expressed bitterness the 
answer was: “I am nobody, no- 
body at all. Just a bum.” Whether 
it was the presence of the police 
officer or because of inherent rever- 
ence for the dead, no one acted 
violently. 

I looked at the corpse. It was 
that of a boy about 18 in whom 
rigor mortis already had set in. He 
was strikingly handsome even in 
death and his wide open eyes look- 
ed as if they were staring into 
space. His name? Buck. That’s all 
they knew about him. Where did 
he come from? Had he parents 
somewhere, were there any rela- 
tives, how had he managed to 
live? Just a shrug of the shoulders 
from all the 20 misfits that crowd- 
ed around the bed. The pockets 
of the boy’s ill-fitting clothes were 
empty. Under the bed—the bed 
that was covered with filthy, foul- 
smelling, bug-infested rags—were 
a few empty whisky bottles. There 
were no signs of violence on his 
fine body. I pronounced him dead 
and the body was sent to the 
morgue for a post mortem. This 
boy, under whatever blow he 
staggered, did not commit suicide. 

The hours that followed on that 
night were sleepless, even restless. 
The place, the men, the dead 


young man—all refused to vanish 
from my sight. Here was an un- 
known world, a world of people 
for whom no one cared. Men 
of culture—college professors, so- 
ciology experts—are aware of the 
heights which the human spirit 
can attain. But was there ever an 
insight into the abysses into which 
human beings descend and where- 
in they cease to be human? 

These men, if you may call 
them so, are no longer harassed 
by poverty; they are no longer 
prey to emotions and they are no 
longer complex personalities. What 
force of circumstances drove them 
to become so dehumanized? This 
unanswerable question clamors for 
an answer. Cannot the heavy ma- 
chinery of hope be set in motion 
again for these creatures who have 
reached the bottom rung of the 
ladder? Why are not efforts made 
to uplift those fallen beings that 
once were men? While you can- 
not bridge the gap between the 
highbrow and lowbrow, attempts 
could certainly be made to find 
under what blows those fallen men 
have staggered and efforts could 
be ipstituted to restore them to 
humans again. 

How I wanted to know why 
that handsome young man came 
to that rat hole. How sordid was 
his record? What horror had filled 
his mind and soul and what fero- 
cious seas had he sailed at the age 
of 18? What caused his death? 
Are a father and mother far away 
pining for his return? And 
have those roomers any nostalgic 
thoughts about a former life? 

Automatically I recited: 


“Don’t sneer at the man who's down 
today 
Unless you have felt the blow 
That caused his fall, or felt the shame 
That only the fallen know. 
You may be strong, but still the blows 
That were his, if dealt to you 
In the self-same way at the self-same 
time, 
Might cause you to stagger too.” 


October 2. . . Case of familial 
hemolytic anemia. I went to sur. 
geon Kellogh to discuss with him 
the advisability of splenectomy, 
supposed to be of definite ~alue 
in this form of hemolytic disease, 
I found the doctor in a combative 
mood. “Look,” he roared at the 
maid, “look how dusty the chair 
is!” Calmly the girl answered, 
“You know why the chair js 
dusty? Because no one sat in it. 


Go ahead and sit down and it'll 
be all right.” Mrs. Kellogh came 
to add her share to the maid’s 
woes. “Why, Agnes, I want to 
compliment you. You pressed your 
own clothes beautifully.” From the 
maid: “Thanks, mam. The first 
chance I have, I'll press your 
clothes too.” 
* 

October 3 . . . Until three days 
ago Ben Karp, a_ second-hand 
clothing dealer, was the typical pa- 
tient with cardiospasm—suspicious, 
noncommittal, dour and even of- 
fensive. As with most of the men 
and women afflicted with cardio- 
spasm, he brooded constantly over 
insignificant things. His behavior, 
most likely due to his esophageal 
dysfunction, was ruminative. 

But three days ago he was a 
different man, as though he had 
passed out of his former self, and 
had assumed characteristics sym- 
bolic of new-found happiness. He 
talked gaily. “Guess what? I am 
in love. You know Evelyn, you 
know, the widow? Charming, isn’t 
she? Her husband died four weeks 
ago and yesterday I bought his 

(Continued on page A-12) 
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New Form 


of Levorotatory Belladonna Alkaloids 


The practical value of an antispas- 
modic depends upon its degree of 
desirable spasmolytic effect, conven- 
ience of administration and patient 
acceptability. 

Degree of spasmolytic effect of bel- 
ladonna alkaloids rests upon the inten- 
sity of parasympathetic inhibition. Pure 
levorotatory belladonna alkaloids 
(Bellafoline) are more potent and 
selective than belladonna alkaloid 
mixtures in producing this spasmolytic 
effect, at the same time minimizing the 
undesirable cerebrospinal effects. 


Studies by Kramer and Ingelfinger, (M. Clin. North 
Amer., Boston No.: 1227, (1948) demonstrate the 
highly efficient action of Bellafoline. By balloon- 
kymograph studies on the human intestine they 
found that most commonly used antispasmodics are 
less effective than atropine (standard dose: 1/100 gr.). 
Bellafoline was the outstanding exception. It sur- 
passed atropine in both degree and duration of 
action. 


100 a 


ATROPINE SULFATE 0.6 mg. I. V. 

PROTECTIVE ACTION 
BELLAFOLINE 0.5 mg. I. V. 
PROTECTIVE ACTION 
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HOURS P PROTECTING DRUG 


Protecting capacity of Anticholinergic Agents against 
bronchospastic effects of 1. V. Mecholyl. From graphs in 
Beakey, et al.* Annals of Allergy, Vol. 7, No. 1. Jan.-Feb.1949 


for Selective Spasmolytic Action 


A-II 


The antispasmodic effect of Bellafoline 
is augmented by the addition of a small dose 
of phenobarbital thereby reducing excitabil- 
ity and tension. 

Such an association of Bellafoline and 
phenobarbital is now available in the form of 
Elixir Belladenal for treatment of spastic 
disorders that are associated with hyperirri- 
tability and anxiety. 

The several requirements mentioned for 
a practical, spasmolytic agent are fulfilled by 
Elixir Belladenal. In addition to high efficacy, 
it is specifically designed for patient accept- 
ability and convenience of dosage regulation 
in the full range of antispasmodic application. 
It is especially serviceable in pediatrics and 
in those adults where the use of tablets and 
capsules is impractical. The teaspoonful dose 
contains Bellafoline (levorotatory alkaloids 
of belladonna leaf) 0.0625 mg. and phenobar- 
bital 12.5 mg. 

ELIXIR BELLADENAL is indicated in 
spastic disorders such as: feeding problems 
in infants and children, spastic colitis, cardio- 
spasm, pylorspasm, peptic ulcer, pseudo-ulcer 
syndrome, biliary colic, renal colic and dys- 
menorrhea. 

Also available in tablet and suppository 
forms. Professional Samples and Literature 
are available upon request. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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clothes. Well, doctor, I fell and 
fell hard. She shall be mine. You 
know what I am going to do? 
You'll never guess. Look. Three 
10-dollar bills. I'll tell her I found 
them in her husband’s pockets 
and that I came to return the 
money to her. Won't that make 
an impression? Don’t you think 
I am clever?” 

Today he came back to my 
office, depressed and supremely 
unhappy. “Yes, yes,” he spoke in 
spurts, “she said I was a darling. 
Guess what she did? She invited 
me to her wedding. She told me 
that she is the kind of a woman 
who believes in preparedness and, 
when her husband was flirting 
with the angels, she already had 
prepared a new husband whom 
she'll marry next week. She doesn’t 
believe in wasting time.” He 
sighed deeply. “Well, I got even 
with her. I begged her to sell me 
the clothes of her new husband 
and not to let me wait too long. 
My poor hard-earned 30 bucks.” 
He is now a much sicker man 
than he was before he met the 
lady of preparedness. 


October 4... Love. Mrs. Marling 
was working hard in a humid, 
overheated room to prepare a party 
for her son who had just returned 
from Korea. She was prostrated 
by the heat. There were the typical 
symptoms of dehydration and salt 
depletion. While I gave her water, 
salt and vitamin C, a love scene 
was being played between her 
daughter Genevieve and “poet” 
Carmichel. I heard her tell him it 
was time for him to go. He ex- 
claimed: “Genevieve Marling, my 
precious darling, my all, my goal, 
ah my queen, beautiful and serene, 
how, I say, by night and day, can 
I leave you?” She answered: “By 
bus, cab or on foot.” She opened 
the door and led him out to the 
vestibule, then closed the door. 

“You recently told me,” I re- 
marked to the young woman, 
“that you love his poetry.” She 
laughed. “Does that mean I have 
to like him? I love honey—must 
I love the bee, too?” 


Leaves from a Doctor’s Diary 


And in my waiting room. There 
sat Alfred and Margaret. He took 
out a diamond ring and attempted 
to place it on her finger, meaning, 
of course, that they are engaged. 


“Oh, no, Alfred, I cannot accept 
the ring. It’s beautiful; I just can- 
not accept it. | must consult my 
father first?’ He ran into the con- 
sultation room and excitedly blurt- 
ed out, “Look, Doc, her father 
gave me the money to buy the 
ring. Shall I tell her?” 


October 9 . . . The rigorous, self- 
imposed standard of the dietary 
regimen of pregnant Mrs. Good- 
win and the high demand for iron 
brought about a diminution in the 
hemoglobin concentration, eventu- 
ating into a microcytic hypo- 
chromic anemia, though the total 
red cell count was normal. I feared 
for the life of the mother and of 
the unborn child. It was a relief 
when she was delivered of a litle 
girl. Her husband decided to name 
the baby Beatrice, in honor of his 
mother. She insisted on naming 
the child Alexandrina, after Alex- 
ander the Great, for reasons of 
her own. He displayed the talent 
of a dramatist. “Ah, Alexandrina, 
what memories, what sweet memo- 
ries, what sweet memories it 
brings. Alexandrina, my boyhood 
sweetheart, how she loved me. Oh, 
that cruel father of hers. Is she 


happy? Does she think of me. does 
she—” The wife interrupted. “Did 
you take me seriously? It. an 
awful name, Alexandrina. Beairice, 
what a sweet, beautiful name.” 
And Beatrice it is. 


October 13 . . . Scheming. ma- 
terialistic spinster Carey is stil! cap- 
able of loving—her dog. Her 
nephew, Dr. William Watkins, 
though kind and consideratc, is 
very much capable of hating—dog 
and aunt. As Aunt Carey was visit- 
ing someone in the hospital, 
Nephew Watkins led the dog, 
which knew him well, to the lab- 
oratory of animal experimentation, 
first removing collar and license to 
make the animal appear a stray 
dog. It was just at a time when 
adrenocortical activity was being 
diligently studied. This dog was to 
confirm the report that animals, 
after adrenalectomy, are more 
readily thrown into anaphylactic 
shock by histamine injections. 

What killed the dog I don't 
know. For a laboratory experi- 
ment, Aunt Carey’s companion 
was a flop. Subsequent repercus- 
sions following the demise of the 
distinguished dog and the emo- 
tional reactions of the wistful 
maiden will long be remembered. 
I doubt if the shock treatment will 
prove of any benefit to her. It 
surely does benefit the shocker—! 
mean the psychologist who gives 
this treatment at 50 dollars per 
treatment. She received four treat- 
ments and the psychologist thinks 
that four more shock treatments 
will not hurt him. Five hundred 
dollars are offered to the person 
who brings the dog back alive and 
200 dollars for his body so he can 
be given a burial befitting his 
station. 

* * 


October 17... Case of polyneuri- 
tis with facial diplegia. Dr. Griffith 
decided that enzymatic disturbance 
is the cause or, as he expressed it, 
“toxic interference with enzymatic 
metabolism of ganglion cells,” and 
prescribed BAL. The wife of the 


(Continued on page A-14) 


* 
\o 

Oy’ 

: 

~ * * * 
. 
Bs 
ae 

A-12 


ui loba preu The prompt response to Terramycin 
therapy in lobar pneumonia is consistent 
with results obtained in primary atypical 
pneumonia, bronchopneumonia and many 
other infections of the respiratory tract. 
In a typical series of pediatric cases, 
Terramycin-treated, “temperatures 
returned to normal in 24 to 48 hours : 
after therapy was begun. The clinical 
appearance of marked improvement took 
place during the same period.” 


Pouerfield, T. G., and Starkweather, G. A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 195" 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


available | Capsules, Elixir, Oral Drops. Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO.,INC., Brooklyn 6, N. Y. 
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patient, a laywoman of ordinary 
intelligence, called to ask what 
kind of medicine BAL is. The 
doctor, in the presence of his wife, 
promptly explained that BAL is 
2, 3-dimercaptopropanol. The other 
side was heard to say, “Oh, thank 
you. I really learned something.” 
“How can anybody be so dumb!” 
his wife exclaimed. 

I don’t know why his wife dis- 
likes him. There is undoubtedly, 
from my observation, an under- 
current of hate and distrust in her. 
Last week when he told her he 
was going to discharge the chauf- 
feur because he almost killed him 
by his carelessness the wife plead- 
ed, “Oh, give him another chance.” 
I told her yesterday that her hus- 
band is a brilliant man. She laugh- 
ed. “Brilliant? You mean stupid. 
Today when I told him that I 
need a slip he said, “Then why 
don’t you go to bed?’” 

This is the fourth Mary (that’s 
Mrs. Griffith’s name) I know who 
would welcome her husband’s ab- 
sence. I am trembling in my shoes. 
My wife’s name is also Mary. A 
few days ago I heard her say in 
her flowery language with her 
Scotch accent that “the tide of a 
new time is on the flow.” And I 
am just wondering? 

* * * 


October 21 . .. And I am won- 
dering at something else. Are 
paroxysmal arrhythmias, auricular 
fibrillation and nodal tachycardia 
the sole causes of pronounced anx- 
iety, the sole causes of suppressed 
hostility and of compulsive be- 
havior? And are the anxieties, the 
hostilities and depressions the un- 
derlying causes of these disturb- 
ances? Psychiatrist Wolf created 
this impression before a group of 
general practitioners. The unnum- 
bered cases of such cardiac dis- 
turbances that have come under 
my observation could not be class- 
ed in the category of anxiety 
neuroses. I have treated cases 
of the aforementioned mental 


Leaves from a Doctor’s Diary 


disturbances with no cardiac ab- 

normalities. If paroxysmal ar- 

rythmias are reactions to stressful 

life situations, then why aren’t 

there more cases of arrhythmia? 
* * * 


October 23... Old Dr. Richard- 
son spoke very learnedly of the 
surgical treatment of congenital 
heart disease, the low mortality in 
operative procedures for patent 
ductus arteriosus and coarctation 
of the aorta. He finished his talk 
with a review of the Blalock-Taus- 
sig operation and then suddenly re- 
marked that he was hungry and 
the talk would be finished at the 


next morning. I met him at a 


restaurant. He was eating soup 
and, judging by the sound, he 
must have been enjoying it. He 


called the waiter and informed 
him that the soup defied descrip- 
tion and begged for the recipe to 
take it to his wife. The waiter 
brought him the can that had con- 
tained the soup. He left but he 
forgot a large notebook that he 
carries with him. It was called 
“Observations From Life.” I read 
the first page: 


Remember what to forget. 

It is much easier to conquer ene- 
mies than to please relatives. 

Causes of divorces: Marriages. 

Marriage is beautiful if played to- 


gether, bad if played separately 
and calamitous if a third person 
joins the game. 

The spendthrift robs his heirs; the 
miser, himself. 

Racial hate is a product of no 
reason. 

Don’t attempt to rescue the wor|d 
from follies. Save yourself first. 

Nostalgia is an obsessive emotion. 
Rid yourself of it. 

Don’t allow your moral sky to be 
overcast. Do nothing that you 
wouldn’t want your wife to do. 

Never allow confidence in your 
wife to evaporate. I assure you 
that she is morally far superior 
to you. 

Remember your lies, or you'll be 
detected. 

Never laugh at your own jokes. 

Say nothing unless you have some 
thing to say and don’t repeat 
yourself. 

Make your life of serene security, 
and keep it so. 


The journal was snatched out 
of my hands. When I raised my 
head, old Richardson was running 
out. 

I inquired of colleague Hender- 
son, “How was Professor Paul’s 
talk on lupus erythematosus, and 
what did he prove by the ro clini- 
cal cases he brought along?” Hen- 
derson informed me that it was 
a very profitable lecture and the 
clinical material was highly in- 
structive. “Two things interfered 
with the lecture. The clinical ma- 
terial never came and the professor 
too forgot to show up. So we sat, 
laughed, smoked, talked about 
women and left.” He then showed 
me a clipping from a Russian 
underground publication. 

COMMISSAR (sternly): “Comrade, 
how is the crop of potatoes this 
year?” 

comrave: “Under the brilliant 
and glorified sun of Stalin, the 
potatoes reach the heights of God’s 
heavens.” 

coMMISssAR (infuriated): “There 
is no God, durak (fool).” 

comRADE: “And 
potatoes.” 


there are no 
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Picture the patient 


... with your own personal 
motion-picture camera 


Cine-Kodak Royal is truly the physician’s own. A 
16mm. magazine camera, it is precision-made.. . 
with the optical excellence of a Kodak Ektar //1.9 
Lens for sharp and brilliant black-and-white or color 
motion pictures. It is simple to use... with maga- 
zine loading and built-in exposure calculator for 
maximum convenience. 

Cine-Kodak Royal may be used to record the de- 
tails of complicated surgery or, in the hands of the 
physician himself, it becomes a valued aid in clinical 

Series of frames from motion work. (And, incidentally, when the opportunity 
picture, “Repair of Anterior arises, it can be a wonderful companion on vacation 
Cruciate Ligament with Liv- trips.) Only $181, including Federal Tax. Wide 
choice of lenses and accessories. 
pare soe Hospital, For further information, see your nearest photo- 
graphic dealer or write: 
Eastman Kodak Company, Medical Division, 
Rochester 4, N. Y. 


Kodak products for the medical profession include: 


X-ray films, screens, and chemicals; electrocardiographic pa- 
pers and film; cameras and projectors—still- and motion-picture; 
enlargers and printers; photographic film—full-color and black- 
and-white (including infrared); photographic papers; photo- 
graphic processing chemicals; microfilming equipment and 
microfilm. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


y 
| 
+ 
f 


Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 


from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


RECURRENT RENAL CALCULI 


QUESTION: Could you give me some help on the 
treatment of repeated chronic re-occurrence of 
renal calculi of both kidneys? What management 
would be most advisable for the following problem 
of a young male, age 33, who has had no past his- 
tory of any serious disease or sickness other than 
the usual childhood infections, i.e., scarlet fever 
and mumps? 

In November 1947 he had his first attack of renal 
colic and within 48 hours passed a stone about 's 
inch in diameter. The patient was hospitalized; 
cystograms and x-ray studies showed 3 small stones 
in the pelvis of the left kidney and 2 small 
stones in the pelvis of the right kidney. Until 
August 1948 he had six attacks during which he 
passed the stones present; all of the stones were 
smaller in size and associated with from 48 to 72 
hours’ renal colic. 

Because he had passed an extra stone which had not 
shown in previous x-rays, he was again hospitalized 
in January 1949. Cystograms and x-ray studies 
were performed and showed presence of 2 stones 
in the right side in right pelvis and 1 stone in left 
pelvis. 

Upon returning home from the hospital in April, he 
passed 2 stones, associated with no pain; these 
stones were also % inch and slightly smaller in 
diameter. In June 1950 he was again admitted to a 
local hospital for an x-ray check-up and 2 more 
stones were found in the midportion of the left 
kidney and 2 in the right kidney in the region of 
the upper and lower calyces. Of course, through- 
out this, a possibility of systemic disease involving 
calcium metabolism was kept in mind, but labora- 
tory tests were unsatisfactory due to vomiting, etc., 
on the part of the patient. 

Recently, however, following another severe, persistent 
and prolonged attack lasting over a week, further 
calcium tests were done and under strict calcium 
diet—four days—in which he ingested 12 mg., he 
excreted over 1500 mg. in the urine. Other tests 
confirmed the possibility of this patient having a 
parathyroid tumor. 

Would the prognosis be favorable following an ex- 
ploratory operation for parathyroid tumor? Or 
would it be advisable for some form of medical and 
dietary treatment to be instituted? Could we, with 
all sincerity, promise this patient freedom from 
further trouble following surgical intervention? 

Thank you kindly for any information you may 


offer. 
M.D. RA oe, 
ANSWER: Because of lack of sufficient data, this 


inquiry cannot be answered directly. The presence 
or absence of primary hyperparathyroidism de- 


pends upon the demonstration of a significantly 
elevated value for serum calcium and a significant 
ly lowered value for serum phosphorus, and the 
values for these tests are not recorded. The nature 
of the urinary excretion test which was done is not 
clear from the description. 

A diet in which so small a quantity of calcium 
as 12 mg. can be given in four days is not known 
to the referee. However, if the statement is correct 
that the patient excreted 1500 mg. of calcium in 
the urine during four days, it is very probably safe 
to conclude that some form of hypercalciuria is 
present. Hypercalciuria is, of course, compatible 
with hyperparathyroidism, but it should be pointed 
out that hyperparathyroidism is not by any means 
the only state in which hypercalciuria occurs. If 
the medical data justify a diagnosis of hyperpara- 
thyroidism, and this is not evident from the ac- 
count, then surgery is obligatory. It is not proper 
to call such surgery “exploratory” in a diagnostic 
sense, since the diagnosis should be made with cer- 
tainty on the basis of biochemical studies. 

If a positive diagnosis has been reached, then a 
tumor or a parathyroid hyperplasia could be sought 
with confidence, and the patient could be promised 
that the initiating causes of the nephrolithiasis 
would be removed. It is, naturally, not possible for 
removal of a parathyroid tumor to eliminate the 
stones already present in the kidneys or to abolish 
the damage already caused thereby. These stones 
and their accompanying injury to the kidneys can 
perfectly readily provoke additional symptoms, even 
though a parathyroid lesion has been corrected. 


TREATMENT FOR RAISED MOLE 


QUESTION: What is the recommended treatment 
for a raised, brown, hairy mole on the buttocks of 
a 4 year old child? This mole was present at birth 
and was about half the size of a dime at that time. 
It has now grown to the size of a quarter. 
M.D.—California 


ANSWER: The procedure of choice in this case 
would be surgical excision of the nevus. This will 


eradicate the growth and give the best cosmetic 
result. 


BEDFORD SHELMIRE 
(Continued on page A-24) 
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IN RHEUMATIC FEVER — 
RHEUMATOID ARTHRITIS 


Belisle, M., Fievre Rhematismale. Union 
Med. Canada 77, 392 (1948) 


Dry, T J., Butt, H. R., and Scheifley, C. H., 
The Effect of Oral Administration of para- 
Aminobenzoic Acid on the Concentration 
of Salicylates in the Blood, Proc. Statt 
Meetings Mayo Clinic, 21, 497 (1946). 


Rosenblum, H., and Fraser, L. E., Effect of 
para-Aminobenzoic Acid on Fever and 
Joint Pains of Acute Rheumatic Fever. 
Proc. Soc. Exp. Biol. Med. 65, 178 (1947). 


Tierney, N. A., Effect of para-Aminobenzoic 
Acid in Tsutsugamushi Disease. J.A.M.A., 
131, 280 (1946). 


Grekin, R. H. and Zarafonetis, C.J.D., A 
Reducing Substance in the Urine of Patients 
Receiving Sodium para-Aminobenzoic Acid 
J. Investigative Dermatol. 12, 319 (1949) 


Gold, H., Treatment of Rheumatic Fever. 
Cornell Conference on Therapy, 1947. 


Lester, D., et al., Fate of Aspirin in Body. 
J. Pharmacol. Exp. Therap. 87, 329 (1946). 


Hoagland, Robt. J., M. D., Para-Amino- 
benzoic Acid in the Treatment of Acute 
Rheumatic Fever, Aug., 1950 Amer. J. of 
Med., 9, No. 2,.272 (1950). 


OSTEO-ARTHRITIS - GOUT FIBROSITIS 


the original SODIUM FREE 
Salicylate-Paba Combination 
FOR EFFECTIVE SALICYLATE 
BLOOD LEVELS 


Paba in this combination causes a 
salicylate blood level increase of two 
to five. 


For a fortified salicylate therapy, free of certain undesirable effects 
of a salicylate alone, para-aminobenzoic acid now has been 
combined with acetylsalicylic acid (aspirin) . Pabirin, Dorsey, is 
such a mixture. 


Pabirin causes a salicylate blood level increase of two to five, and in 
rheumatic fever, produces an effective level of 35 mg. per 100 cc. 
For this result, less of the Pabirin mixture is required than of a 
single salicylate. In cases where sodium restriction is indicated, 
Pabirin is favored over other salicylate combinations. 


The most important factor in Pabirin’s maintenance of salicylate 
blood levels, probably, is the synergistic action of para- 
aminobenzoic acid upon the salicylate. By replacing sodium 
salicylate with aspirin, and including para-aminobenzoic acid, 
which tends to produce an acid urine, Pabirin decreases the urinary 
output of salicylate. Thus higher blood levels of salicylate are 
assured with Pabirin than with a salicylate alone. 


Perhaps the most important therapeutic action of Pabirin is the 
reduction of moderately severe pain. By producing increased 
perspiration, it serves as an antipyretic. 


In addition, aspirin causes less stomach irritation than does sodium 
salicylate, because hydrolysis occurs partly in the stomach, partly in 
the blood. Toxicity studies favor both aspirin and para- 
aminobenzoic acid over sodium salicylate. 


SMITH-DORSEY pivision OF THE WANDER COMPANY 
LINCOLN, NEBRASKA * Branches at DALLAS * MEMPHIS * LOS ANGELE@ 
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MANAGEMENT OF ESOPHAGEAL 
DIVERTICULUM 


QUESTION: The patient, age 67 years, has been 
troubled by an esophageal diverticulum for the 
last five years. About three years ago, x-rays show- 
ed it to be located about the pharyngocricoid area 
posterolaterally. Particles of food are retained and 
later regurgitated. This also causes some coughing 
and difficulty in breathing at night while she is 
lying on her left side. She would lie more on her 
right side except for rheumatic difficulties. She tires 
easily. Her heart is sometimes irregular; this is 
helped by digitalis. Blood pressure is about normal. 

She has been advised to have surgery, but I would 
appreciate knowing whether any physical or medi- 
cal treatment other than surgery would be of any 
value? 


M.D.—California 


ANSWER: I would say that the only satisfactory 
treatment for this condition is surgical excision 
of the diverticulum. It is my understanding that 
this diverticulum is located in the pharyngocricoid 
area posterolaterally. This is a typical location for 
the esophagopharyngeal type of diverticulum. 

There is no question that she will continue to 
have difficulty and eventually there is grave danger 
of aspiration pneumonia from the material retained 
in the pouch. 

There are no forms of medical or physical treat- 
ment which would be of value. Whether the two 
stage or the single stage type of operation would 
be desirable cannot be determined until the lesion 
is exposed and the size of the neck of the pouch 
can be determined. If there is an unusually broad 
neck, a two stage operation is desirable; if not, a 
single stage procedure should be safe. These opera- 
tions should be done under antibiotic protection. 

BRIAN BLADES 


RETARDATION OF MALE SEXUAL 
DEVELOPMENT 


QUESTION: A 14 year old boy is 5 feet, 3 inches 
tall, weighs 145 pounds. He is 34 inches around the 
chest, 32 inches around the waist and 40 inches 
around the hips. He has developed no secondary 
sex characteristics. His testes and penis are small. 
He does well in school and is not feminine even 
slightly in personality. His mother is 5 feet, 4 
inches tall, the father 6 feet, 1 inch, muscular and 
was a football player in college. The father tells 
me that he did not develop sexually until he was 
almost 17 years old. The father has small sex or- 
gans but is virile. The paternal grandfather, two 


Consultation Service 


uncles and some cousins are of the same type. I; 
there a hormone deficiency? If so, what do you 
advise? 

M.D.—Michigan 


ANSWER: The retardation of genital growth in 
this boy is probably familial. Nonetheless, such 
retardation renders the boy susceptible to psychic 
trauma and the merciless teasing of boys to whom 
he is relatively hypogonadal. 

There is a difference of opinion as to whether or 
not such boys should be treated. It is my personal 
practice to give such patients methyltestosterone in 
sufficient doses to bring on desired maturation and 
growth. One may start with 10 mg. per day sub 
lingually and increase or decrease the dose, depend- 
ing on number of erections and growth of genitalia. 
Ankle edema and tenderness of the nipples should 
be watched for as evidence of overdose—in which 
case temporary cessation of therapy is indicated. 
Therapy need not be continued after the desired 
genital and somatic growth are obtained. 

GILBERT S. GORDAN 


STERILITY 


QUESTION: A husband and wife have come to me 
with the following story: They have been married 
for three years and, although contraceptive prac- 
tices have not been used, she has failed to become 
pregnant. The spermatozoa of the husband are 
numerous, motile and of normal size and shape. 
The wife apparently has never been ill except for 
an occasional mild pain in the right lower quadrant 
of the abdomen. Examination and record as to 
venereal disease are negative. 

For a day or two just before the menses she has some 
mild cramplike pains which subside after a few 
minutes and recur after a few hours. A gynecologist 
did insufflation of air into the uterus and there was 
considerable pain in both shoulders about 20 min- 
utes after the manipulation. This lasted about an 
hour. To what extent if any does vaginal acidity 
play a part in such cases? 

M.D.—Kentucky 


ANSWER: The record of the spermatozoa is good. 
The record of the tubal insufflation is seemingly 
normal. Sometimes with a history of dysmenor- 
rhea, dilatation and careful curettage have been 
helpful. A careful physical examination of the 
wife is advisable. We note the negative examina- 
tion and record as to venereal disease. What about 


the B.M.R.? 


ROBERT D. MUSSEY 


con alescent,\the aged, and the patient 
with fatigue—in pa arably Gerone. 


Two-fold because Gerone provides 
amphetamine sulfate, the antidepre 

. more potent! and less toxt 
vitamin supplementation, to co 
inadequacy. Each teaspoonful 
contains: dextro-ampheta 
thiamine hydrochloride, 2. .; Mcotinamide, 
10.0 mg.; riboflavin, 0.5 mg.; pyridoxine hydro- 
chloride 0.5 mg.; calcium pantothenate, 1.0 mg. 


Usual Dosage: One or two teaspoonfuls (5-10 cc. 
three times daily immediately after meals. 


Clinical Samples available on request. 


. Myersen, A: J. Nerv. and Ment. Dis. 105598 
(June) 
. Barnett, S. E.: Eye, Ear, Nose and Throat 
Monthly 29:19 1950 
. Schulte, J. W.: Reif, E. C.; Bacher, J. A. Je.; 
Lawrence, W. S., and viamer M.D.:J Pharma- 
col. and Exper Therap 71:62-74 (Jan.) 1941. 
4. Loofbourow, D., and Palmer, R. S.: M. Clin. 
North America 33-1269 (September) 1949. 
. Gelvin, E. P.: and McGavack, T. H.: New York 
State Le Med. 49:279 (Feb. 1) 1949. 


An antidepressant with essential B vitamins 


*Trademork 


PITMAN-MOORE COMPANY 
PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
Division of Allied Laboratories, Inc. 
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Reports 
rom abroad 


from POSTGRADUATE MEDICINE’S 


AMSTERDAM, NETHERLANDS 


Too many physicians anticipated in the 
Netherlands—A Ministry of Social Affairs pub- 
lication (No. 706) indicates that a study was made 
lately on the prospects for students now taking up 
medicine. The results of this inquiry are not en- 
couraging, as after accurate calculation it may be 
assumed that in 1959 (when the newly arrived 
students will be qualified) a far greater number 
of physicians will be available than is necessary for 
proper medical care of the population. The opinion 
of the experts is that proper medical care requires 
8.6 physicians (4 general practitioners, 3.3 special- 
ists, 1.3 medical officers) per 10,000 inhabitants. - 

It is estimated, however, that in 1959 there will 
be 9.5 physicians per 10,000 inhabitants; thus al- 
most 1 physician per 1000 people, taking into 
account the increase of the population and the 
approximate number of qualified medical students 
available until 1959. It is highly improbable that 
the Dutch population can possibly provide a rea- 
sonable income for 9.5 physicians per 10,000 in- 
habitants. 

The demand for doctors in the years 1959 to 
1965 will be limited to replacements and new prac- 
tices owing to increase in population. This de- 
mand can be fulfilled by approximately 500 new 
medical students a year. In the last three years 
this number was considerably greater. Should there 
be no appreciable decrease in this number, the doc- 
tors qualifying for medical practice in 1959 and 
following years will find their future none too easy. 

In the Netherlands, contrary to the U.S., there 
exists no quota or numerus clausus in the univer- 
sities. It is therefore not surprising that the pro- 
spective medical student is advised to think twice 
before taking up this study. At the same time, how- 
ever, it is pointed out that those who wish to take 
up this study as their vocation need not be put off. 
But those who think they can gain material profit 
by studying medicine will be disappointed. 


American students studying medicine in the 
Netherlands—After reading the preceding para 
graphs it may seem strange that so many American 
students should study medicine in Holland. On 
the one hand the number of Dutch medical students 
is twice the pre-war number, while the organiza- 
tion of the universities, and in particular the num- 
ber of teachers, remains the same. On the other 
hand there is an increasing demand for physicians 
in the U.S. (notice W. C. Davison’s article, J. A. 
Am. M. Coll. 1950, 25/6, 396). The explanation 
is that there is no numerus clausus at the Dutch 
universities, that the examinations taken at their 
universities are recognized in the U.S, and that 
life in general is much cheaper in Holland than 
elsewhere in Europe—facts which are of particular 
importance to students with scholarships. The fair- 
ly large number of American students raises, how- 
ever, many questions. Primarily it must be stated 
that the American students are readily accepted 
when qualified by the American universities, the 
more so as, on the whole, they make a good im- 
pression; moreover, it is important to our country 
that foreign physicians or physicians-to-be get ac- 
quainted with the achievements of our medical 
profession. However, the acceptance of American 
students requires more of the teachers, who are 
already seriously overloaded with work. For some 
time, therefore, this country has been considering 
introducing a limitation on enrollments also. Be- 
sides, it is difficult for the Dutch authorities to 
judge whether the standards of the different Ameri- 
can preparatory schools and colleges are compara- 
ble with those of the Dutch. 

Therefore, for the 1951-1952 course it has been 
decided to accept only those American students 
who have their B.A. or B.Sc. and who at the same 
time have passed their exams in physics, chemistry 
and biology with grades of A or B. Even so, a 
great number of students who conform with these 
requirements have been enrolled—approximately 
(Continued on page A-36) 
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“The intro pn of diphenylhydantoin 
as a marked advance in therapy, beca 
although distantl¥ related to the barbiturates, 
produced little depression while exerting st 
opposition to major convulsions.”* 


Extensive clinical experience confirms the finding that p1Lantin — producing 
little or no depression — prevents seizures or greatly reduces 
their number and severity in the majority of epileptic patients. 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is available in Kapseals® of 0.03 Gm. (% gr.) and 
0.1 Gm. (1% gr.) in bottles of 100 and 1000. 


*Cutting, W. C.: A Manual of Clinical Therapeutics, ed. 2, Philadelphia, W. B. Saunders & Co., 1948, p. 484, 
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150 in the University of Amsterdam alone. In 
April the medical faculty of Amsterdam discussed 
these questions with the Contributing Editor of 
Postgraduate Medicine, Dr. Morris Fishbein. 

Most of the American students return to the 
U. S. after passing the so-called doctoral examina- 
tion, atid take up their internships, if necessary, 
over there. It is compulsory for Dutch students to 
do two years of different internships in recognized 
clinics following completion of their doctoral ex- 
aminations, and during this time they have to pass 
two more examinations before they can begin to 
practice. A small percentage of the physicians who 
have the ability and the opportunity to do scientific 
work write a thesis as well, which entitles them to 
the initials Dr. In the Netherlands a high standard 
is required of a thesis and generally it would be 
impossible to complete it in less than two years. 

As the Netherlands are faced with the prospect 
of an excess of physicians, largely owing to the fact 
that fewer Dutch physicians are emigrating to 
Indonesia because of the prevailing uncertain situa- 
tion, many are looking for a livelihood abroad— 


Reports from Abroad 


for example, in the U.S. They hope that, with the 
demand for increased medical services in the U.S . 
and since the U.S. has recognized the Dutch da 
toral examination, facilities will be granted to th: 
Dutch physicians. For many who have been in 
practice for a number of years, the retaking 0! 
examinations in a foreign country is a great hand: 
cap; however, compulsory work in a hospital for « 
stated time would be considered useful and neces 
sary, especially for becoming familiar with the 
language as well. Here, the specialists in particular 
are concerned with granting these facilities—this 
work could be taken into account whether or not 
a thesis had been written. 

Apart from the possibility of any material profit 
to the Netherlands medical profession, it is here 
very much appreciated to have so many foreign 
students in the universities and clinics. Thus the 
fact that the foreign countries are not fully ac- 
quainted with the achievements of medical science 
in the Netherlands (because the foreign students 
are unfamiliar with the Dutch language) will then 
be largely eliminated. 


SEDATIVE - ANTISPASMODIC 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
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Nonoperative Treatment 
of Perforated Duodenal Ulcer 


SAM F. SEELEY* 


WALTER REED GENERAL HOSPITAL, WASHINGTON, D.C. 


One hundred and six cases of perforated peptic ulcer were treated 


without operative closure. Only one death occurred due to coronary 
thrombosis. In addition, four patients died, having been moribund 
on admission. Treatment consisted of continuous effective gastric 
decompression, combined intravenous administration of antibiotic 


tic ulcer has attracted much attention 

since antibiotic preparations have be- 
come available. Until the reports of Taylor’ 
and Visick,? no large scale attempts were made 
to test the nonoperative regimen in consecutive 
cases. It is customary in most clinics to follow 
a conservative nonoperative management only 
when perforation has existed for more than 24 
hours. The successful results obtained in many 
of these patients have impressed those interested 
in this subject. 

The extreme rapidity with which the body 
defenses are mobilized to counteract the initial 
onslaught of a perforated ulcer is well known. 
It is the rule rather than the exception to find 
at operation, even in the early hours, that a 
perforation has been sealed by direct apposition 
to nearby structures. In such cases operation is 
of little value and the complications which 
arise are usually those incidental to incision and 
exploration. In an attempt to reduce the num- 
ber and severity of the operative complications, 
this study was undertaken. 

During the past two decades improvements 
in anesthesia, more widespread use of blood 
transfusion, popularization by Wangensteen of 
continuous gastric suction, and the use of chemo- 
therapeutic and antibiotic agents have served to 


Niece treatment of perforated pep- 


*Brigadier General, Medical Corps, U.S.A.; Chief of Surgical 
Service, Walter Reed General Hospital, Army Medical Center, Wash- 
ington, D.C 


This paper is based on addresses presented to the thirty-fifth (Chi- 
cago) annual Assembly of the Interstate Postgraduate Medical Associa- 
tion and the Central Surgical Society (Chicago). 


and chemotherapeutic agents, sedation and parenteral feeding. 
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lower the morbidity and mortality in many 
acute inflammatory intra-abdominal conditions, 
as well as in perforation of peptic ulcer treated 
both by the operative and the nonoperative 
method. 

Had it not been for the boldness of Horgan* 
in instituting a series of cases in which opera- 
tion was avoided in perforated peptic ulcer, this 
study would not have been undertaken. During 
the fall of 1945 and the spring of 1946 Horgan 
treated 4 cases without a death and with but 
one complication, that of a small right sub- 
phrenic abscess which on exploration was found 
to be sterile. Based on this experience it was 
elected to treat every case of perforated peptic 
ulcer by conservative means unless the results 
forbade carrying on the study. The first 34 
patients treated by this method have been pre- 
viously reported.* Additional cases have been 
treated and to date number 106. Former associ- 
ates and residents have permitted me to con- 
solidate the cases as follows: 


On the surgical services of Seeley, of Shaeffer 
and of French, every case suspected of being 
that of perforated peptic ulcer was treated by 


SAM F. SEELEY 


the conservative method. Other contributors 
treated cases both by the nonoperative and 
operative methods. During the period of Octo- 
ber 1945 to February 1951, in which these cases 
were treated, 4 additional ones were admitted 
in a moribund state. Operative care was pre- 
cluded and death occurred within a short time 
after admission. Under these conditions it is felt 
that these cases should not be included in the 
over-all mortality rate. 


(x death occurred in a patient who was be- 
ing treated for a serious myocardial infarc- 
tion with cardiac failure. Perforation of a duo- 
denal ulcer occurred while the patient was in 
bed and the cardiac condition precluded lapar- 
otomy. At the time of death from the cardiac 
condition, autopsy revealed the duodenal per- 
foration to be well encased in a fibrous ring 
adherent to the under-surface of the liver. It is 
believed that this patient would have survived 
the perforated ulcer had the cardiac condition 
permitted. Thus the over-all mortality in 110 
cases on the surgical services where conservative 
treatment was employed was 4.54 per cent. Ex- 
cluding 4 cases moribund on admission, the 
mortality rate in 106 cases was 0.9 per cent. 
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Those moribund on admission were as follow .- 


CASE REPORTS 


Case 1—A white male, age 43, with symptoms 
peptic ulcer for four years, suffered perforation of a 
duodenal ulcer October 3, 1949. At an outlying hi s. 
pital perforation was not suspected, and though |.< 
was given sedation, intravenous fluids, transfusion a) 
penicillin, gastric decompression was not employc:! 
The following day it was noted that his right leg v 
cold from the midthigh downward. He was transfc: 
red to an Army general hospital October 5 when ear! 
gangrene of the right leg was apparent. The abdomen 
was silent but not rigid, and he was moribund. | 
spite of oxygen, whole blood, intravenous fluids, mo: 
phine sedation, constant gastric suction, lumbar sym 
pathetic blocks and 600,000 units of penicillin together 
with 1 gm. of streptomycin daily, a large abscess de 
veloped which was drained through the right lower 
abdomen on October 8. Death occurred October 9, six 
days after admission. Examination revealed a perfor 
ated duodenal ulcer, severe peritonitis, embolism of the 
right pulmonary artery, thrombosis of the right femora! 
artery and vein and gangrene of the leg. 


Case 2—A white male, age 53, related a history of 
peptic ulcer over a period of 20 years. He was admitted 
to the medical service at 5 a.M. February 26, 1950, 
with a diagnosis of coronary occlusion. He was given 
nothing by mouth. No other therapy was instituted 
toward treatment of a perforated peptic ulcer. Perfora- 
tion had occurred at 2:30 a.m. Eighteen and one-half 
hours after perforation he was referred to the surgical 
service in a moribund state. He was irrational and re- 
moved the Levin tube on one occasion. An overwhelm. 
ing peritonitis was apparent as evidenced by an oral 
temperature of 96.4° F. and a white blood cell count 
of but 1300 with 42 per cent polymorphonuclear leuko- 
cytes. He died at 2 a.m. on March 2, four days after 
admission. A generalized peritonitis due to perforation 
of an ulcer at the pylorus was found at autopsy. 


Case 3—A white male, age 39, presented himself at 
a dispensary at 9 p.M. on July 20, 1949. He was drunk 
and complaining of epigastric pain. Perforation of a 
peptic ulcer was not suspected. At 3:40 P.M. on July 21 
he was referred to the hospital in a moribund condi- 
tion. There was generalized boardlike rigidity of the 
abdominal wall, absence of blood pressure and a pulse 
rate of 160. Air was present beneath both leaves of the 
diaphragm. In spite of 1000 cc. of blood by transfusion, 
the systolic pressure was never recorded above 60 nor 
the pulse rate below 140 per minute. He died 23 
hours after admission to the hospital. At autopsy 
a large perforation of a gastric ulcer was found on the 
anterior surface of the stomach midway between the 
greater and lesser curvatures. A most severe general- 
ized peritonitis was present, thought to have been pro- 
duced not only by the gastric juices but also by paral- 
dehyde, 10 cc. of which had been administered by 
mouth when the patient was first seen in the dis- 
pensary. 


Case 4—A white male, age 40, was admitted to the 
hospital at 11:45 A.M. on October 14, 1950. Nine hours 
and 15 minutes before he had experienced a sharp, 
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excruciating abdominal pain. On admission he was in 
profound circulatory collapse with a blood pressure of 
xo systolic and 60 diastolic. His skin was cold and 
clammy. His abdomen was boardlike. The temperature 
was 99.8° F. Roentgenologic examination of the abdo- 
men revealed free air in the peritoneal cavity. Serum 
amylase level was normal. The white blood cell count 
was 7300 per cubic millimeter with 50 per cent poly- 
morphonuclear leukocytes. In spite of multiple trans- 
fusions, intravenous fluids, generous antibiotics and 
continuous gastric decompression, his pulse was weak 
and thready and the systolic blood pressure could not 
be raised over 90 mm. of mercury. At the time of 
admission, 60 cc. of urine was obtained by catheter; 
thereafter no urine was excreted. During the first two 
days he was lucid, then became irrational and in the 
final hours was comatose. Blood urea nitrogen on 
October 16 was 114 and on October 19 was 150. At no 
time during hospitalization was he considered fit for 
operative intervention. Autopsy revealed a generalized 
peritonitis, three duodenal ulcers—one of which had 
perforated through the posterior duodenal wall— 
bronchopneumonia and lower nephron nephrosis. 


O* the basis that operation would have been 
avoided in the 4 cases described, and with 
the conclusion that such patients would, there- 
fore, have died regardless of treatment, the bal- 
ance of this report is concerned with those 106 
cases in which nonoperative treatment was elect- 
ed and in which one death occurred due to 
myocardial infarction. 

A mortality rate of 0.9 per cent is in marked 
contrast to the experience of those who have 
preferred to treat perforated peptic ulcer sur- 
gically. Prior to the antibiotic or chemothera- 
peutic era, a collected series of DeBakey’* for 
the period from 1930 to 1940 recorded a mor- 
tality of 23.4 per cent in 15,340 cases treated 
surgically. More recent reports indicate a defi- 
nite lowering of mortality in those cases where 
surgery was performed. Black and Bradford’* 
in 1945 recorded a mortality rate of 12 per cent 
in g3 cases; Baritell’* in 1946 reported a mor- 
tality rate of 1.1 per cent in 88 cases; Graham,"” 
in 1946, a mortality rate of 6.4 per cent in 125 
cases; and Moore and Hendricks,"® in 1948, a 
mortality rate of 18 per cent in 101 cases. 

The complication rate is greatly influenced 
where operative treatment is elected in cases of 
perforated peptic ulcer. Taylor’ recorded a mor- 
bidity of 46 per cent in 77 cases which were 
operated. DeBakey’” reported wound infection 
or evisceration in 25.4 per cent and fistula for- 
mation in 1.6 per cent of 772 cases treated sur- 
gically. Meade’* reported infection of the oper- 
ative wound in 25.6 per cent of go such cases. 
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Complications involving an operative incision, 
including infection, fistula formation and de- 
hiscence, are obviously absent in those treated 
without operation. Since continuous gastric suc- 
tion and continuous intravenous therapy are em- 
ployed in the nonoperative management, early 
ambulation is precluded. Most of the complica- 
tions encountered in this series are those which 
are minimized by early ambulation. In 106 cases, 
16 complications (15.09 per cent) occurred as 
follows: 
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Of the 4 cases of subphrenic abscess, one was 
a large frank abscess containing approximately 
1000 cc. of purulent material. This was drained 
surgically and recovery was complete. One small 
subphrenic abscess was drained, the content of 
which was found to be sterile. A small sub- 
phrenic abscess resolved spontaneously. One 
upper abdominal abscess was drained. Drug 
psychosis was encountered in 2 cases which 
received large amounts of antibiotics, the men- 
tal state clearing promptly upon reduction of 
the amounts of drug given. 

Choice of cases—During the past five years a 
greater degree of conservatism has been prac- 
ticed, not only in cases of peritonitis due to 
perforated peptic ulcer, but also in inflamma- 
tory disease of the biliary tract and in peritoni- 
tis of fecal origin. In the latter type of case, 
especially in collaboration with Pulaski and 
his combined antibiotic and 
chemotherapeutic measures have been employed. 
Because of the much lower incidence of intra- 
abdominal abscess and of recovery to the stage 
where elective surgery might be performed at a 
later date, much more confidence has been 
placed in the combined therapy. On this basis 
conservative treatment was employed in cases 
of acute cholecystitis, dissecting thoracic aneu- 
rysm, diaphragmatic pleurisy, coronary throm- 
bosis, pancreatitis, superior mesenteric throm- 
bosis, and black widow spider bite. This ap- 
proach permitted an adequate and safe period 
of observation, thus avoiding unnecessary opera- 
tions in 1 fatal case of diffuse hemorrhagic pan- 
creatitis, 1 fatal case of dissecting aneurysm of 
the thoracic aorta, 1 nonfatal case of coronary 
occlusion, and 1 nonfatal case of pancreatitis. 
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in 80 cases. 


During the period of this study 2 cases were 
operated in which the diagnosis was considered 
to be that of appendicitis, but in which small 
perforations of the duodenum were found and 
closed. 

Site of perforation—In 105 cases the site of per- 
foration was at the duodenum, the remaining 
case being a perforation of the stomach due to 
the improper passage of a gastroscope. 

Previous perforations—Previous perforation 
had occurred in 7 of the 106 cases. 

Sex—Of the 106 patients, 103 were men and 
3 were women. 

Hemorrhage—Concurrent hemorrhage was 
not observed in any of the 106 cases. In an occa- 
sional case small flecks of blood were noted 
upon aspiration of the Levin tube. This is not 
uncommon when such a tube is left in place for 
a long period of time. No complications occur- 
red as the result of prolonged use of the tube. 

Age—Age distribution in 103 of the 106 cases 
follows: 


NUMBER 


FIGURE 1. Oral temperature at time of admission at varying periods up to 16 hours after perforation of peptic ulcer 


8 9 2 4 6 


Duration of ulcer symptoms—Ulcer symptoms 
were recorded as absent or indefinite in 30 
cases, of less than one year’s duration in 17, 
between one and four years in 29, and in excess 
of five years’ duration in 30. 

Interval between eating and perforation—The 
interval between the time of eating and the 
time of perforation in 106 cases follows: 


Interval between time of perforation and in- 
stitution of treatment—The time interval be- 
tween perforation and the institution of non- 
operative treatment was as follows: 
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Figure 2. Number of white blood cells per cubic millimeter of blood at varying periods up to 16 hours after per- 


foration of peptic ulcer in 78 cases. 


80 consecutive patients observed within 16 hours 
after perforation are recorded in Figure 1. It 
will be noted that the oral temperature was 
98.6° F. or less in 32 cases, between 98.7° F. and 
100° F. in 36 cases, and between 100.2° F. and 
1o1° F. in 12 cases. In no case was the admis- 
sion temperature recorded as being higher than 
101° F. 

Pulse rate—The pulse rate at the time of ad- 
mission in 83 consecutive cases was as follows: 


100-109 
110-119 
120-129 


Respiratory rate—The number of respirations 
per minute at the time of admission with per- 
foration of peptic ulcer in 93 consecutive cases 
was found to be less than 20 in 38, and 20 or 
over in 55. This is a common finding where 
irritation of the diaphragm results in a decreased 
depth of respiration. 

Blood cell findings—No significant alteration 
was noted in the number of red blood cells per 
cubic millimeter of blood. 


The number of white cells per cubic milli- 
meter of blood at varying periods up to 16 hours 
after perforation of peptic ulcer in 78 consecu- 
tive cases is indicated in Figure 2. It will be 
noted that the count was under 10,000 in 13 
cases; between 10,000 and 15,000 in 32 cases; 
between 16,000 and 20,000 in 21 cases; and in 
excess of 20,000 in 12 cases. 

The percentage of polymorphonuclear leu- 
kocytes recorded in the white blood cell counts 
in 97 cases at the time of admission follows: 


Intraperitoneal air—Roentgenographic exam- 
ination of the abdomen was conducted in 103 
cases of perforated peptic ulcer at the time of 
admission. Air was demonstrated under one or 
both leaves of the diaphragm in 82 cases. Air 
was not found to be present in 21 cases. Where 
air was not demonstrated by roentgenogram, 
definite evidence of healing duodenal ulcer or 
of deformity of the duodenum was demonstrated 
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in 19 cases following recovery from perforation. 
One case not showing air had previously rup- 
tured. The remaining case was definitely diag- 
nosed as that of perforated peptic ulcer, though 
the roentgenographic examination failed to 
demonstrate an ulcer upon recovery. This pa- 
tient developed a right pleural effusion from 
which he recovered following the aspiration of 
350 cc. of clear fluid on one occasion. 


METHOD OF TREATMENT 


upon the admission of a patient 
suspected to be suffering from perforation of 
a peptic ulcer, a Levin tube was passed into 
the stomach and the contents were aspirate J. 
Patients were caused to lie on the left side dur- 
ing the time required to wheel them to the 
radiology department, and a left lateral decubit- 
us exposure was taken before the patient was 
permitted to assume an upright position for the 
upright exposure. In this way a greater per- 
centage of cases was found to demonstrate air 
between the right lobe of the liver and the right 
lateral abdominal wall. 

On admission to the ward 4 gr. of morphine 
sulfate was given intramuscularly, emergency 
urine and blood specimens were taken and con- 
tinuous gastric decompression was begun. Blood 
studies included determinations of hemoglobin, 
hematocrit, albumin-globulin ratio and blood 
chlorides, as well as red blood cell count, white 
blood cell count and differential. These deter- 
minations provided a base line for comparison 
with later studies as indicated. In the majority 
of cases serum amylase studies were carried out 
which failed to demonstrate a significant eleva- 
tion. Electrocardiographic tracings, roentgeno- 
grams of the chest and other procedures were 
carried out if indicated. A record of fluid intake 
and output was instituted. Morphine sulfate was 
repeated after four hours in most cases. It was 
rarely required on more than three occasions at 
four hour intervals. 

Constant decompression of the stomach is con- 
sidered the most important single feature of the 
treatment. It is believed that morphine brings 
about contraction of the duodenum and relaxa- 
tion of the pylorus, both of which facilitate de- 
compression of the stomach and duodenum. No 
fluids were permitted by mouth except those 
concerned with oral hygiene. Where large food 
particles may occlude the smaller lumen of the 
Levin tube, the tube may be replaced tempora- 
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rily by a larger stomach tube. After aspiratio\; 
of all possible stomach content by this mean,. 
the Levin tube is replaced. A faithful indicatio, 
that the stomach is well emptied is the presenc: 
of bile in the fluid which is aspirated. Satisfa- 
tory emptying of the stomach was felt to have 
been accomplished when the fluid became bilc 
stained, preferably during the first 12 hours of 
treatment. Testing of the patency of the Levi: 
tube by the gentle instillation of fluid and its 
withdrawal was carried out at very frequent 
intervals both day and night. The fluid used for 
this purpose was always normal physiologic 
saline solution. 

Intravenous therapy—During the first 24 
hours of treatment, 3000 cc. of intravenous fluid 
was administered, including at least 1000 cc. of 
5 per cent glucose in normal saline and 1000 cc. 
of 1/6 molar sodium lactate solution. The re- 
maining 1000 cc. was usually 5 per cent glucose 
in water. Alteration of the amount of intrave- 
nous fluid given was dependent upon urinary 
output and was varied so as to insure an aver- 
age daily output of 1500 cc. In many cases thia- 
mine chloride, nicotinamide, riboflavin, vitamin 
K, liver extract and ascorbic acid were added to 
the intravenous solutions. In case of hypopro- 
teinemia or anemia, whole blood transfusions 
were employed. 

Antibiotics and chemotherapeutic agents— 
During the first two years of this study, the 
majority of patients received an average of 
100,000 units of penicillin every four hours by 
the intramuscular route. Two grams of sodium 
sulfadiazine were given intravenously on ad- 
mission, followed by 1 gm. every four hours. 
During the past three years, based on the ex- 
perience of Pulaski, Voorhees and Seeley” in 
the treatment of peritonitis, the amounts and 
types of antibiotics were gradually increased 
until a standardized solution for intravenous 
use was developed. 

This preparation consists of 1,000,000 units of 
penicillin, 1 gm. of streptomycin and 24 gm. 
of sodium sulfadiazine in 1000 cc. of normal 
saline or 5 per cent glucose in water. This is 
given over a 12 hour period by slow intravenous 
drip and repeated every 12 hours until approxi- 
mately the fifth day, when the recovery of the 
patient may be such as to permit removal of 
the Levin tube and reduction in the amount of 
drugs used. Since this solution accounts for 2000 
cc. of intravenous fluid daily, one of the solu- 
tions referred to under intravenous therapy is 
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added to increase the total fluid intake. 
Clinical course—After administration of the 
first dose of morphine and satisfactory emptying 
of the stomach, most patients were observed to 
be quite comfortable even though abdominal 
rigidity was present. As a rule, rigidity of the 
lower abdomen was absent within 12 hours, re- 
gression being from below upward and no 
rigidity being present after 36 to 48 hours. Deep 
tenderness usually persisted in the epigastrium 
up to the sixth day. Peristalsis might be elicited 
on the second or third day. On the fifth or sixth 
day a mixture of equal parts of milk and cream 
was given in 1-0z. portions by mouth each hour 
with the Levin tube in place but clamped off. 
If no evidence of peritoneal irritation occurred 
during 24 hours of this regimen, the tube was 
withdrawn and the diet was gradually increased 
similar to the graduated feedings employed fol- 
lowing a gastroenterostomy. Ambulation was 
allowed following removal of the Levin tube. 


sige were observed for 10 to 14 days dur- 
ing which studies were made to rule out 
such complications as pleural effusion and sub- 
diaphragmatic abscess. A rectal examination was 
performed periodically to rule out pelvic ab- 
scess. Streptomycin and sulfadiazine were usual- 
ly discontinued on the fifth day. Penicillin was 
continued intramuscularly until about the tenth 
day, after which the temperature was carefully 
checked to insure an afebrile course. By the 
fourteenth day, in the absence of complications, 
patients were transferred to the medical service 
where x-ray examination of the gastrointestinal 
tract was ordered and, if the symptoms of ulcer 
persisted, a dietary regimen was followed in an 
attempt to cure the ulcer. 

No attempt has been made to follow the 
patients in this series with reference to the 
chronicity or percentage of freedom from symp- 
toms of peptic ulcer. 


DISCUSSION 


Adhesions—It is of interest to note the num- 
ber of adhesions present in 7 patients who were 
subsequently operated for cure of chronic duo- 
denal ulcer. In no case was fluid or foreign 
material encountered in the peritoneal cavity. A 
careful inspection was made to determine the 
extent of adhesions in the right upper quadrant 
of the abdomen. Compared with cases with his- 
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tories of surgical closure of a perforated ulcer 
or of a cholecystectomy, the number of adhe- 
sions encountered was no more numerous, per- 
haps fewer. 


Importance of gastric decompression—It is 
considered that continuous and complete gastric 
decompression is the most important single 
element in the nonoperative treatment of per- 
forated peptic ulcer. There is no denying that 
immediate operation with closure of the per- 
foration and the institution of the other thera- 
peutic measures already described is of great 
soporific value to the operating surgeon. Con- 
cern over the adequacy of personnel, carelessness 
on the part of anyone concerned with this treat- 
ment, or the inadvertent clamping off of the de- 
compression tube may encourage complications 
or even a fatal outcome. After the first few cases 
were so successfully treated, each additional case 
was watched more and more carefully to insure 
that derelictions did not occur. Gradually in- 
creasing surveillance has resulted in the develop- 
ment of an especially alert group of co-workers. 
It is doubtful whether in many institutions the 
amount of time and effort could be afforded to 
insure the constant attention which is demanded 
in these cases. 

Any clinician who deliberately elects to employ 
a conservative type of management in perfor- 
ated peptic ulcer must be willing to insure con- 
stant attention in carrying out the treatment. 
Repeated examinations must be conducted to 
discover complications, or to determine the pres- 
ence of pathologic processes not related to per- 
forated peptic ulcer which might otherwise be 
neglected. 

The experience of many observers has not 
been so fortunate as ours. Truscott and Withy- 
combe** report 3 deaths (15 per cent mortal- 
ity) in 20 cases treated conservatively, in con- 
trast to but 2 deaths (5.4 per cent mortality) 
treated by the operative method. They, in addi- 
tion, cared for 2 cases admitted moribund and 
unfit for any form of treatment. Bingham,”* 
in a compilation of 62 cases treated conserva- 
tively, found the mortality to be 11.3 per cent. 
Of the deaths, 4.8 per cent were ascribable to 
failure of the conservative treatment. 

Cohn and Mathewson™ point out that the 
treatment of the patient with long-standing per- 
foration, or of those with generalized peritonitis, 
is far from satisfactory. If no free air is present 
in a patient who is clinically improving, they 
believe it is safe to start out with the nonoper- 
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ative treatment, yet they believe that in those 


‘cases where free air is demonstrated, operation 


is the treatment of choice. 

Zinninger® poses the question: “Should oper- 
ation be discarded in treating perforated peptic 
ulcer?” Certainly it is disconcerting when a sur- 
geon opens the abdomen for a perforated peptic 
ulcer to find that nature has already sealed the 
perforation, perhaps more effectively than could 
be done by the surgeon. This series demon- 
strates that cases seen early which have perfor- 
ated previously, or which do not demonstrate 
the presence of air under the diaphragm, might 
well be subjected to conservative therapy. It 
further demonstrates that institution of con- 
servative therapy in cases where the question of 
perforation of peptic ulcer has not been estab- 
lished will avoid the trauma of anesthesia and 
surgery where surgery is later found to be con- 
traindicated. 

It is further believed that patients seen more 
than 24 hours after perforation of a peptic ulcer, 
who are improving, should be treated con- 
servatively. The only mortality encountered has 
been in those patients with concurrent disease 
such as myocardial infarction, or in whom 
therapy was not instituted at an early hour, as 
in the case of those admitted moribund. It is 
obvious, therefore, that a plea must be entered 
for the earliest possible admission of patients 
with perforation of peptic ulcer. 

This series demonstrates that with the proper 
application of the principles outlined in this 
paper, the nonoperative management of per- 
forated ulcer can be successfully accomplished 
with a mortality and morbidity considerably 
lower than that previously reported in either 
operative or nonoperative groups. It is not my 
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purpose at this time to advocate this as a method 
of therapy to supplant the operative treatmen. 
of peptic ulcer, but only to report the results o: 
this method in our hands and await the deve! 
opment of larger series, at which time more 
accurate interpretation can be placed on the 
end results of both the operative and nonoper 
ative methods of treatment. 

One word of caution must be voiced. Until 
large series of cases treated conservatively and 
by operation are compared, every case should 
be treated by one surgically qualified to cope 
with any intra-abdominal disease. Any interpre- 
tation by the internist which would lead him 
to employ conservative measures without col- 
laboration with the surgeon would be consider- 
ed ill advised until more experiences have been 
reported. 


SUMMARY 


Nonoperative treatment of patients with per- 
forated peptic ulcer has now been employed in 
a total of 106 cases. Sixteen complications oc- 
curred, an incidence of 15.09 per cent. There 
was 1 death, giving a mortality rate of 0.9 per 
cent. The death was due to myocardial infarc- 
tion and a completely sealed perforation of a 
duodenal ulcer was demonstrated at autopsy. 
Treatment was instituted less than 12 hours 
after perforation in go cases, a period considered 
by many the “golden hours” for surgical inter- 
vention. 

Treatment consists of continuous effective 
gastric decompression, combined intravenous 
antibiotic and chemotherapeutic agents, ade- 
quate intravenous fluid administration and 
sedation. 
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The Post-Coronary Syndrome 


NATHAN FLAXMAN* 


CHICAGO MEDICAL SCHOOL, CHICAGO 


Some male patients who survive acute coronary thromboses develop 
a post-coronary syndrome after returning to work. The syndrome 
and its treatment are described and suggestions are given for help- 
ing the patient in his readjustment to normal activity. 


thrombosis and survives the first 24 hours 

still has three difficult periods to pass. Dur- 
ing the first phase, which lasts from 2 to 18 
days, the prognosis is precarious because of 
cardiac insufficiency (which is a direct conse- 
quence of damage to the myocardium), serious 
arrhythmia, thromboembolic phenomena and 
shock.! Though uncommon, myocardial*:* or 
septal*:® rupture may occur. 

In the second phase—which begins after the 
patient becomes ambulatory—congestive heart 
failure, angina pectoris and another coronary 
occlusion are the greatest threats to life. The 
third phase begins when the patient attempts 
to resume his ordinary activities and returns to 
work. A great deal has been written about the 
first two periods because the mortality is greatest 
in the first two months following the attack.* 

Only one occurrence in the third period, the 
shoulder-hand syndrome,’ has been fully dis- 
cussed. Other symptoms commonly appear 
when the patient returns to work. Although 
not a threat to his life, these interfere greatly 
with his living. Such manifestations have been 
mentioned in several reports. Although the 
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majority of Master and Dack’s* patients (221 
of 415) resumed work, almost half of them 
experienced some degree of pain, dyspnea or 
weakness during work. Yater® reported that 
dyspnea on exertion was the most prominent 
symptom following healing of the infarct, with 
angina of effort running a close second, and 
tiredness was fairly common. 

This symptom complex, because it occurs 
four to six months after the acute attack, may be 
termed the post-coronary syndrome. It is impor- 
tant in the rehabilitation of the male patient 
who has had a “coronary.” This syndrome ap- 
pears especially after the patient attempts a 
return to his usual activities. 

The main complaints are tightness or sore- 
ness in the front of the chest, difficulty in breath- 
ing and weakness or tiredness. After several 
days to weeks of these symptoms, the patient, 
who recently has had an unforgettable “coro- 
nary,” again seeks medical help. Sometimes he 
quits work and stays home, brooding over the 
feeling that he is finished, unable to work any 
longer, and can never be as he was before the 
attack. He may continue to work, but always 
with the constant dread that the symptoms are 
due to a badly damaged heart. The psychic re- 
action to doubt concerning the integrity of the 
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heart seems to be much more violent and pro- 
found than is the case with illness concerning 
any other internal organ.’® 

Once this syndrome is recognized and the 
difficult period is by-passed, the patient can 
work and continue his usual activities without 
fear. It does seem important to prevent the post- 
coronary syndrome by proper indoctrination if 
possible, and to recognize it when it does occur. 
The welfare of the patient and of his family is 
greatly affected. At this or any other point, care- 
less or ill-timed remarks by the physician may 
initiate a cardiac neurosis." 


CASE REPORTS 


Case 1—A 50 year old junk collector, first 
seen on November 29, 1943, complained of 
shortness of breath on exertion, tightness across 
the front of the chest and of being very tired, 
all of one month’s duration. Seven months 
earlier, on April 16, 1943, he had suffered a 
myocardial infarction, and was confined to bed 
for six weeks. As advised, a total of six months 
elapsed before he returned to work. Shortly 
after returning to his junk wagon he developed 
the complaints which caused him to seek medi- 
cal attention again. 

On physical examination his blood pressure 
was 160/100, the cardiac size was not increased 
and pulse rate was 80, regular and of good qual- 
ity. The liver was not palpable and there was no 
edema. An electrocardiogram showed a rate of 
84, left axis deviation, and an occasional ven- 
tricular extrasystole. All other laboratory tests 
were negative. 

My impression was that he had a post-coro- 
nary syndrome and essential hypertension. He 
was told that he could work at his occupation 
if he so desired and that the symptoms would 
gradually disappear. He made an excellent ad- 
justment and as of October 1950 had continued 
to be well. 

Case 2—This 49 year old upholsterer, first 
seen on January 7, 1949, complained of difficul- 
ty in breathing and of pain and tightness in the 
chest, all of two weeks’ duration. On August 1, 
1948, he had terrific pain in the front of the 
chest that went down his left arm. The pain 
persisted and was so intense in the next 24 
hours that he had been hospitalized. There he 
remained in bed for six weeks. He had been 
advised to give up his work and therefore sold 
his upholstery shop which he had operated for 
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over 25 years. After 11 weeks at home, and 

gain of 18 pounds in weight, he tried to wor! 
again and developed the symptoms alrea 
noted. 

Physical examination revealed a blood pre.- 
sure of 120/74, and no abnormal findings. An 
electrocardiogram showed a rate of 80; there 
were no abnormal deviations. Other laborator, 
tests were negative. 

After the situation was discussed with him. 
he returned to upholstering and made a goo! 
adjustment. He continues well and earns a liv 
ing for his family of five. 

Case 3—A 52 year old jewelry salesman, first 
seen on April 1, 1948, complained of tightness 
across the chest, shortness of breath on exertion, 
and weakness, all of two years’ duration. On 
November 6, 1945, he suffered a “coronary” 
and was hospitalized for six weeks. After a 4'/, 
month convalescent period he returned to work 
and shortly thereafter developed the symptoms 
as noted. He stopped work; for two years he 
brooded and fretted, made life miserable for his 
family on many occasions and became depressed. 

On physical examination, which was entirely 
negative, the blood pressure was 140/88. The 
electrocardiogram showed a rate of 80, left axis 
deviation, T: negative, Tz and Ts positive, and 
the T wave in the precordial lead inverted—evi- 
dences of an old anterior infarction. Other lab- 
oratory data were of no clinical significance. 

Continued and adequate explanations were 
not satisfactory in dealing with this patient. He 
was advised repeatedly that he could work as a 
salesman. When last seen in October 1950 he 
was in good physical condition, but his com- 
plaints were intensely similar and he was not 
working. 


DISCUSSION 


pie man who has a post-coronary syndrome 
should not be regarded as having anxiety or 
cardiac neurosis. He has suffered a cardiac as- 
sault beyond his understanding or description; 
besides, the symptoms occur after his return to 
work, a difficult period for him. The anginal 
syndrome, congestive heart failure, or another 
attack of coronary occlusion may occur at any 
time, whether or not the patient resumes work. 
For this reason, it is here that cptimism and 
reassurance become very important forms of 
treatment.’* 

Levine™ stated this problem most clearly: “I 
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think patients spend too long a time in the 
treatment of acute coronary thrombosis. Some 
people lose their jobs permanently; they never 
get back to work because someone was free in 
telling them to take six months off.” 

After a reasonable convalescence, severe re- 
strictions of physical activity beyond the re- 
quirements imposed by limited cardiac reserve 
afford little or no protection to the patient who 
has survived an acute attack.'* Work does not 
aggravate the symptoms which characterize the 
post-coronary syndrome, nor does it predispose 
the patient to further attacks of coronary occlu- 
sion or to heart failure.® The occurrence of 
these symptoms of the post-coronary syndrome, 
unless severe angina pectoris or definite cardiac 
failure is present, is not an indication to advise 
the patient again to quit his work. 


SUMMARY 


There is a group of male patients who survive 
acute coronary thromboses and upon returning 
to work develop the post-coronary syndrome. 
This syndrome is characterized by pain or tight- 
ness in the chest, shortness of breath on exer- 
tion, weakness and tiredness. Although cardiac 
failure, angina pectoris or another attack of cor- 
onary occlusion may occur when the patient 
returns to work, the resumption of such activity 
is not responsible for such an occurrence. The 
outlook for the patient with the post-coronary 
syndrome is good, for the symptoms tend to 
disappear as he continues to work. Constant 
watchfulness for definite cardiac failure together 
with reassurance are the important means of 
caring for the patient with the post-coronary 
syndrome. 
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Biliary Tract Calculi 
and Associated Disease 


LOUIS T. PALUMBO* 


VETERANS ADMINISTRATION HOSPITAL, DES MOINES 


Extrabiliary calculi may occur in association with cholecystitis, 
cholelithiasis, or other diseases involving the biliary tree or pancreas. 
The indications for exploration of the common duct and the criteria 
for determining the optimum time for discontinuance of drainage 
are discussed. The complications, mortality rates and types of in- 
cision employed are presented. The value of direct or indirect 


extrabiliary calculi is a surgical problem. 
However, the establishment of an accurate 
diagnosis of biliary obstruction due to the above, 
as compared with an intrahepatic or hepatocellu- 
lar jaundice or obstruction, frequently will tax 
the ingenuity of both the physician and surgeon. 

Even today, with the various laboratory liver 
function tests and radiologic examinations— 
such as cholangiography, direct or indirect— 
which are available as aids in distinguishing 
these various conditions, a certain percentage of 
cases will remain undiagnosed until surgical 
exploration is carried out. Aside from this im- 
portant fact, stones may exist and occur in the 
extrabiliary tract without evidence of stones 
being present in the gallbladder and/or produc- 
ing jaundice. In several large series recently re- 
ported, 20 per cent of patients with cholelithiasis 
also had stones in the bile ducts. In the series 
reported by the Lahey Clinic, 4 per cent of the 
calculi present in the ducts were in cases of 
stoneless gallbladders.*:? 

In view of this, it seemed feasible to review 
the results of surgery in 125 consecutive cases of 
biliary tract surgery performed at this hospital 
from August 1946 to November 1950. In this 


T= relief of obstructive jaundice due to 


*From the Department of Surgery, Veterans Administration Hos- 
pital, Des Moines, lowa. 


Sponsored by the Veterans Administration with the approval of the 
Chief Medical Director. Statements and conclusions published by the 
author are a result of his own study and do not necessarily reflect 
the opinion or policy of the Veterans Administration. 


cholangiography is shown. 


group, 20 patients, or 16 per cent, were jaun- 


diced (Table 1). 


TABLE 1 
JauNDIcE IN Bittary Tract SuRGERY 


Cases Per cent 


Jaundice without choledocholithiasis .. . 13 10.4 
Jaundice with choledocholithiasis ...... 7 5.6 


In this series, 13 patients, or 10.4 per cent, 
were jaundiced without evidence of stones in 
the extrabiliary tree, whereas 7, or 5.6 per cent, 
had a stone or stones present in the common 
bile duct. Eighty-five, or 68 per cent, were not 
jaundiced or did not give a history of jaundice 
at the time treatment was instituted. 


TABLE 2 
Biziary Tract SuRGERY 
Number of 
patients 
13 


In this series 121 patients were subjected to 
cholecystectomy, 4 to cholecystostomy, and of 
the entire series, in only 13 cases was the com- 


mon duct opened and the biliary tract explored 
(Table 2). 


a 


The gross pathologic changes present in this 
group of 125 cases are listed in Table 3. It is 
interesting to note that the majority of cases 
revealed an acute or chronic cholecystitis asso- 
ciated with stones in the gallbladder; 9.3 per 
cent were acute, and 66.2 per cent were chronic. 
In this series there were 3 patients, or 2.2 per 
cent, with acute cholecystitis without stones and 
14, or 10.1 per cent, had chronic cholecystitis 
without stones. There were an additional 5 
patients, 3.6 per cent, with chronic gallbladder 
disease and associated pancreatitis. 


TABLE 3 
Bitiary Tract AssociaTep 


Number of 


cases Per cent 
Cholecystitis 


Cholecystitis and cholelithiasis 


Cholecystitis and pancreatitis ...... 


Cholecystitis and choledocholithiasis . 2 
Cholelithiasis and choledocholithiasis 9 
Choledocholithiasis and ampullary 


Several important points which are consistent 
with the findings of other groups or clinics are 
brought out by this survey. That is, stones may 
occur in the extrabiliary tract without evidence 
of stones in the gallbladder at the time of sur- 
gery. In 2 cases, or 1.4 per cent of the series, 
this was found to exist. In 9 cases, or 6.5 per 
cent, stones were present in both the gallbladder 
and common duct. Stones may exist in the gall- 
bladder or biliary tree and a carcinoma be pres- 
ent in the ampulla or head of the pancreas. 
This combination was present in one case, an 
incidence of 0.7 per cent (Table 3). 
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TABLE 4 


INCIDENCE OF CHOLEDOCHOLITHIASIS 


LOUIS T. PALUMBO 


HE evidence of choledocholithiasis is varia- 
ble as noted by the reports in the literature 
from various sources.*** In Table 4 are listed 
several series which reveal that the incidence of 
extrabiliary calculi varies from 7.5 to 17.4 per 
cent of all cases of biliary tract diseases sub- 
jected to surgery. In this survey the percentage 
of ducts explored was from 108 to 38.1, and 
of these, stones were present in the extrabiliary 
ducts in 40.5 to 84.6 per cent of the cases. 
The indications for exploration of the com- 
mon duct are numerous and variable. At this 
hospital the indications as listed under Table 5 


SOURCES 


Massachusetts General Hospital, 1930-1939 ........--.-- 


N. Y. Post-Graduate Hospital, 1920-1940 ...........-. 


Peter Bent Brigham Hospital, 1913-1938 ............-. 


Stones 
Number of Ducts in ducts Duct stones 
explored all cases 
cases (Per cent) explored (Per cent) 
(Per cent) 

3386 36.2 40.5 13.2 
9160 31.5 44.8 13.4 
2088 38.1 44.4 16.8 
3545 13.8 65.3 7-5 
823 37.2 47.8 17.4 
121 10.8 84.6 9.0 
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were utilized. In the presence of a dilated or 
indurated common duct with a firm, palpable 
head of the pancreas, the common duct should 
be opened and explored. If a patient is jaun- 
diced or gives a history of jaundice and/or of 
recurrent attacks of biliary colic, the duct should 
be explored. In the presence of small calculi in 
the gallbladder with a patent and dilated cystic 
duct, one should explore the common duct. If, 
upon aspiration of the common duct, sediment 
is obtained, or if a contracted gallbladder is 
present, or if a patient has recurrent or per- 
sistent symptoms following cholecystectomy, ex- 
ploration of the extrabiliary tree is indicated. 


TABLE 5 
INDICATIONS FOR CHOLEDOCHOSTOMY OR CHOLEDOCHOTOMY 


. Palpable stone in the duct. 

. Jaundice or a history thereof. 

. Dilated or thickened common duct. 

. Thickened or indurated head of pancreas. 

. History of frequent attacks of biliary colic. 

. Small stones in gallbladder with patent or dilated 
cystic duct. 

. Presence of contracted and thickened gallbladder. 

. Sediment in bile aspirated from common duct. 

. Recurrent or persistent symptoms after cholecys- 
tectomy. 


on! 


[ appears from a review of the literature that 
operative and postoperative morbidity and 
mortality rates are increased when exploration 
of the extrabiliary tract is accomplished in con- 
junction with gallbladder surgery. Generally 
speaking, the patient who requires choledochos- 
tomy is usually a poorer risk than the patient 
requiring only a cholecystectomy. Often the 
patient has been jaundiced for a long period of 
time and because of this has marked hepatocellu- 
lar damage. All of these factors, aside from the 
hazards associated with choledochostomy, con- 
tribute to a higher mortality rate. 

The mortality is quite variable as noted in 
Table 6. In various large series, the rate varied 
from 2.7 to 13.3 per cent in cases where stones 
were found in the common bile duct or the 
biliary radicles. However, the mortality rate was 
definitely lower where only an exploration of 
the ducts was accomplished and no stones were 
found. This rate varied from o to 3.8 per cent.’ 
It must be assumed that, where stones were not 
present, the patients were in better general con- 
dition than were those who were obstructed as 
a result of stones in the biliary tree. 
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TABLE 6 


PERCENTAGE OF Morvratitry INcipENT To BILE 
Ducr ExpLoration 


CHOLEDOCHOTOMY 


SOURCE No stones _— Stones 
found removed 
13.3 
Massachusetts General Hospital .... 2.04 7.16 
N. Y. Post-Graduate Hospital ..... 3.8 12.8 
Peter Bent Brigham Hospital ...... a) 9 
° 9 


After exploration and drainage of the com- 
mon duct and its radicles, the surgeon is faced 
with a decision as to when the T tube or com- 
mon duct drainage tube be removed. In this 
series of cases we have employed the criteria 
listed in Table 7. In the average case the drain- 
age tube can be removed within two to three 
weeks. However, in some instances the tube may 
remain in place for 3 to 6 months. If a patient 
is jaundiced and this clears up after drainage 
and there is evidence of bile in the stools, and 
if upon clamping the tube the patient does 
not experience pain, chills, or fever, and jaun- 
dice does not recur, one can feel free in remov- 
ing the drainage tube. If the bile appears nor- 
mal in color and does not show cholesterol 
crystals or bacteria, it will be safe to remove the 
T tube. It is advisable to do direct cholangio- 
gram studies by injection of the opaque dye 
through the tube and thus obtain proper sequen- 
tial roentgenograms (Figures 1 through 4). In 
this manner the ductal system can be accurately 
visualized so that obstruction due to stones or 
stricture can be ruled out. This is an excellent 
method to demonstrate the biliary tree and to 
aid the surgeon in deciding the optimum time 
for removal of the T tube. The size of the 
ducts of the biliary tree can be demonstrated 


TABLE 7 


Crireria FoR DiscoNTINUANCE oF Bite Duct Dratnace 


. Bile entering the intestinal tract. 

2. No pain, bile leakage or fever when tube is 
clamped. 

3. No evidence of obstruction or dilatation of ducts 
in cholangiogram. 

4. Normal concentration of bile salts in common 
duct. 

5. Appearance of normal type bile. 
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Figure 1. Direct cholangiogram reveals a 
T tube in situ in the common bile duct. 
The common bile duct and extrabiliary 
radicles are dilated. There is a_ rarefied 
shadow at the lower end of the common 
bile duct which represents a stone in the 
region of the ampulla of Vater. There is 
complete obstruction of the common duct 
as evidenced by the lack of the opaque dye 
in the duodenum. 


ricurE 2. A direct cholangiogram with T 
tube in the common duct. There are two 
circular areas of rarefaction in the common 
hepatic duct above the upper limb of the T 
tube. These represent calculi. Dye is seen in 
the duodenum indicating no obstruction to 
the common duct or ampulla of Vater. 
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FicuRE 3. A direct cholangiogram with T 
tube in the common duct. The entire extra- 
and intrahepatic biliary system is dilated 
representing obstruction at the ampulla of 
Vater. The concave rarefied shadow at the 
distal end of the common duct represents 
a stone lodged in the ampulla of Vater. 


FicurE 4. A direct cholangiogram with T 
tube in the common duct. The ducts ap- 
pear normal and there is a free flow of 
dye into the duodenum. 
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by this method. A return of the ductal system 
to the normal caliber is usually a good indica- 
tion of normal patency and relief of obstruction. 

The complications following this type of sur- 
gery are the same as seen in surgery of the 


upper abdominal cavity (Table 8). 


TABLE 8 


PosToPERATIVE COMPLICATIONS IN 125 CASES OF 
Biniary Tract SuRGERY 


Number of 
‘same Per cent 
Thrombophlebitis .............. 1 0.8 


N 125 cases of biliary tract surgery there were 
| a total of 19 complications or 15.2 per cent. 
The most frequent was wound infection which 
occurred in g, or 7.2 per cent, of the cases. 
Atelectasis and pneumonia occurred in 3 pa- 
tients, a total of 2.4 per cent. Pelvic and sub- 
phrenic abscess each occurred once, for a total 
incidence of 1.6 per cent. Hematoma of the 
wound was present in 2 cases, or 1.6 per cent 
of the group. 

Various types of incision were employed; 
however, the majority were muscle-splitting 
right oblique subcostal incisions. It is our opinion 
that this incision gives an excellent exposure 
which is anatomic with the least damage to the 
nerve and blood supplies to the abdominal 


TABLE 9 
Types or INcIsION 
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wound. With this type of incision, the inci- 
dence of wound disruption and postoperative 
hernia is minimized as evidenced by the results 
in Table 9. In this group 91, 75.2 per cent, an 
oblique muscle-splitting incision was performed 
with no cases of wound disruption. In 2 cases 
postoperative hernia developed, for an incidence 
of 2.1 per cent. Both these hernias were small 
and were found at the lateral margin of the 
wound, whereas, in 28, or 23.1 per cent, a right 
midrectus incision was employed with wound 
disruption in 2, or 7.1 per cent, and postopera- 
tive hernia in 2, or 7.1 per cent, of this group. 
This represents a total of 10.6 per cent wound 
complication in this type of incision, since these 
four complications occurred in only 3 patients. 
A thoraco-abdominal approach was used in 2 
cases with no complications of the wound. 
These 2 cases are of no statistical value in this 
series. 


COMMENT 


It appears from this survey that biliary tract 
calculi may form in the biliary tract or gall- 
bladder. In the majority of instances stones form 
and develop within the gallbladder and then 
pass into the biliary tract where they may be- 
come lodged or pass into the duodenum with- 
out causing obstruction. Stones in the biliary 
tree may be single or multiple and, generally 
speaking, if they are firm and faceted, one can 
be sure that they developed in the gallbladder. 
Soft, mushy, round stones usually form and 
develop within the intra- or extrabiliary radicles. 

Calculi in the common duct are most fre- 
quently associated with calculi in the gallblad- 
der. In a small percentage of the cases stones 
will be present in the biliary tree without evi- 
dence of stones in the gallbladder. Stones may 
occur in association with other diseases of the 
biliary system, such as pancreatitis, carcinoma 


Number 


WOUND DISRUPTION 


POSTOPERATIVE HERNIA 


Per cent Number Per cent Number Per cent 


23.1 2 7.1: 2 7.1 


75-2 2 2.1 


7.1 9.2 


SITE 


376 Postgraduate Medicine 


of the head of the pancreas, of the ampulla of 
Vater or of the bile ducts. 

The association of pancreatitis with gallblad- 
der disease is much higher than is realized. 
In this series only a few cases were reported; 
however, it is my opinion that this combination 
occurs rather frequently but is not recorded by 
the surgeon in his operative record or is over- 
looked during the exploration. The anatomic 
relationship of these two ductal systems, the 
biliary and pancreatic, is more thoroughly un- 
derstood today. Recent reports and the current 
investigations of this association are bring- 
ing forth a better understanding of the path- 
ology that occurs with infection of the biliary 
tract. The existence of many small ductal com- 
munications between the pancreas and the intra- 
pancreatic portion of the common duct will 
explain the high incidence of a pancreatitis as- 
sociated with biliary tract diseases and with 
infections. 

Stones in the extrabiliary tree usually lodge in 
the lower third of the common duct. In many 
instances these stones will be found in the duct 
just above the duodenum. Frequently calculi 
are present along the duct as it passes through 
the head of the pancreas to its opening in the 
duodenum at the ampulla of Vater. Lodge- 
ment of calculi along this section of the duct 
is due to narrowing of the lumen, muscle spasm 
and inability of the duct to dilate as easily and 
readily (as does the supraduodenal portion) due 
to the encasement of the duct by pancreatic tis- 
sue. In this segment, the common bile duct is 
enveloped by a muscular coat and any irritation 
can result in muscle spasm which would reduce 
the caliber of the lumen and thereby arrest a 
stone in its passage. 

Controversy still exists regarding the question 
as to whether the common duct should be drain- 
ed after exploration. The majority of surgeons 
advocate drainage. However, there are many 
who do not routinely drain common ducts fol- 
lowing exploration and removal of calculi; in 
fact, they resort to drainage of the biliary tree 
in those cases where the bile is thick, tenacious, 
and sludge-like, and where the biliary tree con- 
tains a great deal of sediment. Their objection 
to routine drainage is that the introduction of 
a tube into the biliary tree results in consider- 
able tissue reaction and leads to fibrosis which 
may result in stricture formation or obstruction. 
Also, frequently the tube may become plugged 
by thick inspissated bile. The other point usual- 


ly stressed is that, upon removal of the tube, 
considerable tearing and damage may result— 
producing further fibrosis and narrowing of the 
biliary tract. 


SUMMARY 


a of 125 cases of biliary tract surgery 
and associated diseases is presented. Calculi 
in the common duct are most frequently associ- 
ated with cholelithiasis. Calculi may originate 
in the biliary tract without evidence of chole- 
lithiasis or gallbladder disease. Cholecystitis, 
cholelithiasis and choledocholithiasis are fre- 
quently associated with pancreatitis, and may 
occur concomitantly with carcinoma of the 
head of the pancreas or ampulla of Vater. 

Following exploration of the common duct 
in cases of obstructive jaundice due to calculi, 
the biliary tree is usually drained by means of a 
T tube which is generally removed after two 
to three weeks. The indications for exploration 
of the common duct and the criteria advocated 
for determination for the safe or optimum 
time for removal of the T tube are discussed. 

The value of direct and indirect cholangio- 
gram studies in the diagnosis, operative and 
postoperative periods is pointed out. 

The mortality and morbidity rates are in- 
creased in these cases as compared to those for 
patients undergoing only cholecystectomy. The 
postoperative complications are similar to those 
which occur in any upper abdominal type of 
surgery. 
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A NEW TYPE OF PLASTER APPARATUS FOR 
Continuous Traction and 
Immobilization of the Cervical Spine 


J. PAIVA CHAVES* 


HOSPITAL DO ULTRAMAR, LISBON, PORTUGAL 


A method of immobilization combined with fixed traction for 
cervical spine injuries is described, in which skull calipers are in- 
corporated in a modified plaster jacket. The method has been found 
to be effective in ensuring rigid immobilization and at the same 
time to be comfortable for the patient. 


HE purpose of this communication is to 
"Teese a new method of securing rigid 

immobilization combined with some de- 
gree of fixed traction in cases of fracture and 
fracture-dislocation of the cervical spine. The 
treatment is ambulatory and therefore is suit- 
able only for those cases in which neurologic 
damage is absent or slight. 

In this type of injury rigid immobilization is 
regarded as important, partly because it insures 
rest not only for the bones but also for liga- 
ments, muscles and aponeuroses, thus minimiz- 
ing edema and hemorrhage, but more especially 
because it safeguards the patient against the 
possibility of redisplacement with its risk of 
further damage to the spinal cord and nerve 
roots. 

Attempts have been made in the past to 
achieve such immobilization of the cervical 
column by the use of one of the well known 
types of plaster apparatus shown in Figures 1 
to 4. Nevertheless it has always been realized 
by orthopedic surgeons, particularly by Watson- 
Jones, Bohler, Davis and others, that the types 
of cervical spine jacket described do not insure 
rigorous immobilization, much less continuous 
traction, of the cervical spine. Thus, in cases of 
severe injury to the cervical column requiring 
continuous traction, it has usually been neces- 
sary to confine the patient to bed for prolonged 
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periods and to employ successively and not 
simultaneously continuous traction and plaster 
immobilization. In an attempt to overcome this 
difficulty an apparatus has been described by 
Hook and Mazet (1943) by which continuous 
traction could be maintained in an ambulant 
patient (Figure 5). Such an apparatus, how- 
ever, is somewhat too cumbersome to be prac- 
ticable for general use. 


PRINCIPLES INVOLVED 


The problem of immobilization is based on 
the necessity of providing perfect fixation of 
the skull, which is impossible by standard plaster 
methods alone. If the fixation is incomplete and 
the patient is able to perform slight movements 
there is a risk of secondary displacement with 
all its consequences. Further, it is necessary to 
bear in mind that the ordinary cervical spine 
jacket requires the cervical column to be fixed 
in hyperextension. This causes the weight of 
the skull to be transmitted through the neural 
arch, which is often also damaged (Figure 6). 
Continuous hyperextension in these circum- 
stances has the material drawback of hinder- 
ing the healing of the damaged joint surfaces. 

It is believed, then, from a study of the litera- 
ture and from practical observations, that the 
standard type of cervical spine jacket can pro- 
vide only partial immobilization of the cervical 
spine. On the other hand it is maintained that 
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FicurE 1 (left). This type of plaster apparatus only avoids gross movements of the neck. 
(Figures 1 through 4 are adapted from ‘‘lilustrations of Surgical Treatment,’’ by E. L. Farquharson, published by E. & S. Livingstone, Lid.) 


FIGURE 2 (center). If moulded well on the sides, this is a good system of immobilization in compression fractures 
of the vertebral body. Since there is no continuous traction, however, the weight is transferred to and supported 
by the posterior arch, and it is therefore necessary to make sure that this is intact. 


FIGURE 3 (right). This type of plaster gives a further point of support, namely under the chin. But unless the 
upper and lower dental arches are in contact during the application of the plaster, the additional support is imag- 
inary rather than real; if the teeth are in contact, there is difficulty with ingestion of food. 


FicurE 4 (left). This type is similar to the cast shown in Figure 3, but without the support at the forehead and 
orbital ridges. It has the same disadvantage in that immobilization is complete only if the upper and lower den- 
tal arches are intact. 


FIGURE 5 (center). Form of ambulatory continuous cervical traction described by Hook and Mazet.’ 


FicurE 6 (right). In hyperextension of the cervical spine, the weight of the skull is necessarily transmitted through 
the neural arch. 
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FicuRE 7 (above). Modified type of Crutchfield caliper as used for incor- 


porating in plaster jacket. 


ricureE 8 (right). The extent of plaster required for adequate immobiliza- 
tion of the cervical spine when a caliper is incorporated in the plaster. 


the simultaneous use of continuous traction and 
immobilization is of importance. It has been 
found possible to combine the two by adopting 
the principle of incorporating the skull calipers 
in the plaster after radiographic examination 
has confirmed the fact that a satisfactory reduc- 
tion has been obtained. 


TECHNIC 


rreR reduction of the fracture-dislocation, 
skull traction is maintained with a modified 
type of Crutchfield caliper (Figure 7) while a 
plaster is applied extending from the iliac crests 
and pubis up to the upper part of the back of 
the neck and the occipital region, and incor- 
porating the limbs of the caliper (Figure 8). 
The position is checked by radiographs before 
and after the application of the plaster. As soon 
as the plaster is set the traction apparatus is 
removed and the patient returned to the ward. 
Ambulation is permitted within a few days. 


DISCUSSION 


The advantages claimed for this method of 
fixation are the following: 

1. Complete immobilization is insured. 

2. Fixed traction can be maintained accord- 
ing to the requirements of each case. 

3. Early ambulation can be permitted. 

4. The apparatus is much more comfortable 


than the ordinary type of cervical spine jacket 
in that it allows full movement of the jaw. 

5- By effecting perfect immobilization with 
continuous traction the period of treatment is 
probably shortened. 

6. The necessity for hyperextension is obvi- 
ated. Because of the fact that, at autopsy in 
cases of cervical spine fracture, injuries to the 
posterior arch have been found which were not 
suspected from the radiographs, it is clearly 
of advantage to avoid using the posterior arch 
as a point of support (Figure 6). 

The only disadvantage of the method lies in 
the possibility of the occurrence of osteitis of 
the parietal bone, provoked by the points of the 
caliper. This complication has not been observed 
in over 50 cases in which the method was used. 
In all of these cases this method of immobiliza- 
tion has given satisfactory results. The method 
could also be used with advantage in other con- 
ditions of the cervical spine where immobiliza- 
tion is indicated. 
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The Treatment of 
Intracranial Aneurysms 


JAMES L. POPPEN* 


LAHEY CLINIC, BOSTON 


Intracranial aneurysms are found much more frequently today be- 
cause of the use of arteriography. Many patients can be saved by 
surgical intervention, either by the direct intracranial attack or by 
the indirect method of ligating the internal carotid artery in the 
neck. The hazards of surgical treatment are discussed. 


frequently than we had formerly assumed. 

They represent approximately 10 per cent 
of all surgical intracranial lesions seen at the 
present time. On two previous occasions I have 
discussed the problem of diagnosis’:? so I shall 
not do so now other than to state that aneu- 
rysms occur in patients of practically any age. 
They are much more common, however, in 
patients between 20 and 50 years, more frequent 
in the female than in the male and, according 
to our statistics, more frequent on the left than 
on the right side. 

Unfortunately, in most instances the initial 
symptom of an intracranial aneurysm is ushered 
in by a catastrophe in the form of a subarach- 
noid hemorrhage. Thirty-five per cent of these 
patients die during the initial hemorrhage. Of 
the patients who survive, about 50 per cent have 
a recurrence of the subarachnoid hemorrhage 
within the first month, usually at the end of 
the second or third week. This emphasizes the 
importance of instituting treatment before a 
second hemorrhage is likely to take place. The 


[ aneurysms occur much more 


*Department of Neurosurgery, The Lahey Clinic, Boston. 


Presented at the thirty-fifth (Chicago) annual Assembly of the 
Interstate Postgraduate Medical Association. 


main objective, therefore, is to institute treat- 
ment in those individuals who have survived 
the first storm. 

Figure 1 illustrates the anatomy of the intra- 
cranial arterial system. Seventy-five per cent of 
aneurysms occur in the anterior two-thirds of 
the circle of Willis and 25 per cent in the lower 
region. In our series of 161 verified intracranial 
aneurysms only 11 aneurysms were found to in- 
volve the posterior third of the circle of Willis. 
This is fortunate because supratentorial aneu- 
rysms are more accessible than those attached to 
the basilar artery. 

If the anatomy of the circle of Willis is kept 
in mind, it can be readily seen that if one of the 
branches of the posterior communicating artery 
is absent or inadequate for normal collateral cir- 
culation, unfortunate complications may de- 
velop if unwise surgical procedures are insti- 
tuted. Treatment must be regulated, therefore, 
according to the adequacy of the collateral cir- 
culation of the circle of Willis. 

The more common anomalies that may occur 
in the circle of Willis are shown in Figure 2. 
They are atresia of the left posterior communi- 
cating artery, atresia of both posterior com- 
municating arteries, complete absence of one 
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posterior communicating artery, complete ab- 
sence of one and atresia of the other posterior 
communicating artery, and complete absence of 
both arteries. 

The favorite sites of intracranial aneurysms 
are shown in Figure 3. We have had surgical 
experience with 161 cases of proved intracranial 
aneurysms. Unfortunately, experience with that 
number of patients does not make one an 
authority on the treatment of intracranial aneu- 
rysms because all aneurysms do not occur at one 
site. Aneurysms have favorable sites, however, 
and each site by itself presents a particular prob- 
lem, especially if collateral circulation is inade- 
quate or if anomalies of the circle of Willis are 
present. 1 do believe at the present time that 
perhaps sufficient experience with aneurysms at 
different sites has given us a right to discuss 
them; some of our experiences have been bad 
and others very satisfactory. 

So far as treatment is concerned, much de- 
pends on the exact site of the aneurysm. I have 
no sympathy with the surgeon who immediate- 
ly attacks an intracranial aneurysm directly in- 
tracranially and cures the patient so far as the 
aneurysm is concerned, but leaves him a hope- 
less invalid. To institute intelligent and specific 
treatment for an aneurysm in a specific site, the 
surgeon must first know whether that patient 
has an intracranial aneurysm because every 
spontaneous subarachnoid hemorrhage that oc- 
curs does not necessarily mean that an intra- 
cranial aneurysm is present, although it is a 
definite indication. The patient may have ar- 
terial anomalies, he may have a blood dyscrasia, 
he may have a tumor around which small sub- 
arachnoid hemorrhages have taken place or he 
may have hypertensive vascular disease which 
has caused fragility of the smaller blood vessels, 
thus resulting in subarachnoid hemorrhage. 

A sudden subarachnoid hemorrhage in a nor- 
mal individual must make the physician suspect 
the presence of an aneurysm, and he must 
prove or disprove it. This can be done only by 
arteriography. When the surgeon has located 
the aneurysm precisely, then he must know 
whether there is adequate collateral circulation 
so that if that aneurysm is excised the hemi- 
sphere on that side will be properly nourished. 
The surgeon must also know the percentage of 
good results following conservative treatment 
and following neurosurgery. In other words, if 
that patient has approximately as much chance 
with conservative treatment, then a surgical 
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procedure should not be instituted. If, by insti- 
tuting surgery, that patient will become a use- 
ful citizen and will not have to worry about 
whether another subarachnoid hemorrhage is 
imminent, then surgery is indicated. It is also 
important for the surgeon to know, if a surgi- 
cal procedure is to be instituted, whether it 
should be by the indirect or the direct method. 


HE only way to establish definitely before 

death whether a patient has an aneurysm 
is by direct exploration or by arteriography. In 
performing arteriography it is important to 
make arteriograms of the carotid system. If an 
aneurysm is found on the suspected side, an 
arteriogram should immediately be made of the 
other side to determine whether collateral cir- 
culation is adequate and also whether there is 
an aneurysm on that side. Eight per cent of our 
patients had multiple aneurysms. Fortunately, 
however, only 4 per cent had bilateral multiple 
aneurysms. 

If a patient has multiple bilateral aneurysms, 
surgery had better be left undone. I will dis- 
cuss that later because I have had several heart- 
aches regarding such cases. 
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Figure 4 illustrates the lead slot for the x-ray 
machine. The lead slot was devised to prevent 
excessive spray of x-rays onto the hands of the 
surgeon who introduces the dye into the inter- 
nal carotid artery. We have found that one 
should make only two bilateral arteriograms 
a week because of the great danger of over- 
exposure to roentgen rays, and after all we have 
to take care of our hands because that is what 
the surgeon lives by. 

Arteriography should be performed by the so- 
called percutaneous closed method which can be 
executed readily as far as the carotid system is 
concerned. Arteriography of the vertebral sys- 
tem is definitely more difficult and I am not too 
good at it. Fortunately I have an associate, Dr. 
D. B. Freshwater, who is skillful at inserting 
the needle into the vertebral artery. 

Figure 5 shows the type of curved needle and 
the Luer-Lok syringe that we use. 

Figure 6 illustrates the law of streamline flow. 
For instance, if the needle is directed medially, 
the external carotid artery is likely to fill; if it 
is directed externally, the internal carotid artery, 
in most instances, will fill, according to the law 
of “streamline flow.” 

In Figure 7 is shown a large saccular sub- 


FIGURE 1. Anatomic 
relationships of intra- 
cranial arterial system. 


clinoidal aneurysm and a second aneurysm in- 
volving the bifurcation of the middle and 
anterior cerebral arteries. These aneurysms, for- 
tunately, are unilateral and therefore can be at- 
tacked only by the indirect method, that is, 
ligation of the internal carotid artery in the 
neck. Direct intracranial attack would only re- 
sult in a tragedy. 


C=. treatment is rarely justified. It 
should be used in the following cases: 
bilateral multiple aneurysms, arteriosclerotic 
saccular aneurysm that does not cause disturb- 
ing local symptoms, and when surgical inter- 
vention is precluded by inadequate collateral 
circulation. The last mentioned, of course, is the 
type of case in which surgery should not be 
instituted. 

The possibility of bilateral aneurysms should 
be kept in mind and bilateral arteriography per- 
formed. For example, in one case an aneurysm 
on the left side ruptured spontaneously. Unfor- 
tunately, arteriograms were made only of the 
side of the suspected aneurysm. The internal 
carotid artery was ligated and four hours later 
the unsuspected aneurysm on the right side rup- 
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FIGURE 2. Common an- 
omalies in the circle of 
Willis: (1) normal, 
(2) atresia of left pos- 
terior communicating 
artery, (3) atresia of 
both posterior com- 
municating arteries, 
(4) complete absence 
of one posterior com- 
municating artery, (5) 
complete absence of 
one and atresia of the 
other posterior com- 
municating artery and 
(6) complete absence ‘ 
of both arteries. 


tured, causing death. If, in this instance, bi- 
lateral arteriography had been instituted, that 
catastrophe probably would not have occurred 
and the patient might have survived, although 
we cannot be absolutely certain about it. Cer- 
tainly, she would have survived longer without 
surgery than with surgery. 

A large intracranial aneurysm, which I refer 
to as the atomic bomb, is shown in Figure 8; it 
might well be called the hydrogen bomb. It is 
absolutely inoperable intracranially because the 
anterior cerebral, middle cerebral, posterior com- 
municating and anterior choroidal arteries all 
emerge directly from the aneurysm. Removal 
of such an aneurysm would leave the patient a 
hopeless invalid. This patient has done very 
well indeed with ligation of the internal carotid 
artery. Binasal hemianopsia, which had been 
present, disappeared following ligation. 


ery large aneurysms having communica- 

tions with a few of the larger cerebral veins 
should not be managed surgically except by the 
indirect method (ligation of the internal carotid 
artery). In one case the internal carotid was 
ligated 10 years ago. Eight years following the 
ligation the patient was depressed and took too 
much medication. The aneurysm did not kill 
her but the sedative did. 

Figure 9 illustrates a subclinoidal aneurysm 
which is ideal for the so-called trapping opera- 
tion. The internal carotid artery is ligated in 
the neck and clipped intracranially above the 
aneurysm and thus the aneurysm is trapped. 


It becomes either completely calcified or throm- 
bosed, preventing future rupture. 

The technic of ligation of the internal carotid 
artery has previously been described.* Liga- 
tion of an artery in the neck is a simple surgical 
procedure; its results, however, may be hazard- 
ous. Before ligating a large artery in the neck 
one must first answer these questions: Can 
that patient tolerate occlusion of the artery? 
How can we be reasonably certain that he can 
tolerate occlusion of the artery? Digital com- 
pression of the internal carotid artery will in- 
dicate whether the patient can tolerate occlu- 
sion. It is difficult to be certain whether the 
artery has been completely occluded by digital 
compression for a period of 10 minutes because 
the finger becomes anesthetized from constant 
pressure, and the surgeon is not always certain 
whether the artery is actually compressed. Spe- 
cial clamps have been devised, but I still believe 
the thumb is the best instrument. While per- 
forming the test it is important to palpate the 
radial pulse on the opposite side. If there is 
slowing soon after compression, it may well be 
due to an irritable carotid sinus reflex. If weak- 
ness develops, it can be detected by the tone of 
the muscles in the wrist. Some patients collapse 
as soon as the artery is compressed in the neck, 
or they may even have a convulsion if the pres- 
sure is continued. The pupils of the eyes should 
be watched as soon as the artery is compressed 
in the neck. If the pupils dilate rapidly and the 
eyes seem to stare, the pressure should be re- 
leased immediately, especially if the pulse has 
become slower. If the pulse does not slow, how- 
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FIGURE 3. Favorite sites of intracranial aneurysms. 
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ever, the impending syncope probably is the 
result of direct ischemia from occlusion of the 
artery rather than the result of indirect impulses 
from the carotid sinus. 

If the patient tolerates 10 minutes of occlu- 
sion of the artery, usually it can be assumed 
that collateral circulation is adequate. Unfortu- 
nately, one cannot be certain that hemiplegia 
will not develop following ligation. 

There are many different methods of occlud- 
ing the internal carotid artery. A special clamp, 
fascial strips or cellophane wrapping can be 
used. I prefer to use the normal structures in 
the vicinity of the artery; therefore I make use 
of the adventitia imbricated with several layers 
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of black silk until the artery is completely oc 
cluded. A silk ligature is tied loosely at the up 
permost and lowermost portions of the occlu 
sion to prevent future recanalization. A silk 
ligature is not placed on the artery itself befor: 
it is constricted with the imbrication sutures be 
cause there would be an immediate acute con 
striction and so much pressure would be exerte«! 
on the ligature that the intima would be injured 
and form a perfect site for development of a 
thrombus. It is for that reason that great care 
must be taken not to traumatize the intima with 
any type of ligature that is used. 


puma of the type of ligature, one must 
exercise caution. I believe that the internal 
carotid artery can be ligated more safely than 
the common carotid artery for the reason al- 
ready stated because the common carotid artery 
is larger in caliber than the internal carotid 
artery; therefore more pressure must be exerted 
on the ligature to occlude the common carotid 
artery completely. Also, atheromatous plaques 
are more common in the region just beneath the 
bifurcation of the common carotid artery than 
just above the bifurcation in the region of the 
internal carotid artery. Theoretically, as far as 
circulation is concerned, it would be safer to 
ligate the common carotid artery because ap- 
proximately 50 per cent of the blood flow is 
reduced by occlusion of that artery, whereas 
all of the blood flow from the neck to the cere- 
bral hemisphere is interrupted if the internal 
carotid artery is ligated. 

Fewer complications occur with ligation in 
this type of case than with ligations of large 
vessels in the neck performed by the general 
surgeon when it becomes necessary to remove 
a carotid body tumor. Usually the general sur- 
geon does not ligate the carotid artery unless it 
becomes necessary because of inadvertent diffi- 
culties arising during the dissection, usually as- 
sociated with some loss of blood. The blood 
pressure therefore is low at the time of ligation 
and many times hemiplegia results. For that 
reason I have advised general surgeons to per- 
form preliminary ligations of the carotid artery 
before attempting to remove a firmly fixed 
carotid body tumor. Thus it is possible to con- 
trol catastrophes during or following ligation. 

At the time of ligation we insert procaine into 
the carotid body. The patient remains in the 
operating room for one-half hour after the liga- 
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FicurE 4 (above). X-ray machine, 
showing lead slot, devised to pre- 
vent excessive spray of x-rays. FIG- 
urE § (right). Curved needle, two 
way stopcock and Luer-Lok syringe 
used for arteriography. 


tion. A small polyethylene tube is sutured into 
the superior cervical ganglion so that a constant 
procaine drip permits complete interruption of 
the sympathetic impulses for two or three days. 
In one patient hemiplegia developed 48 hours 
following ligation because the procaine drip 
had been stopped. As soon as it was started, 
the hemiplegia disappeared. 

Ligation of the artery is always performed 
with the patient in the horizontal position. The 
patient is returned to his bed in the Trendelen- 
burg position and placed in an oxygen tent to 
maintain adequate oxygenation of the blood. At 
the end of four hours heparin is given. Former- 
ly I thought that heparinization was the right 
procedure to do in all cases, but in one case in 
which an aneurysm had ruptured six days previ- 
ously I found that heparinization four hours 


FicurE 6. Law of streamline flow. If needle is directed 
medially, the external carotid artery will fill; if needle 
is directed externally, the internal carotid artery will 
fill in most instances. (From Poppen, J. L.*) 
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FicuRE 7. Large saccular subclinoidal aneurysm and 
second aneurysm involving bifurcation of middle and 
anterior cerebral arteries. These aneurysms were uni- 
lateral and were attacked by the indirect method. 


after ligation started bleeding from the aneu- 
rysm. Since that time we have not used heparin 
in any patient who has had a recent subarach- 
noid hemorrhage. 


SG fact that ligation of the internal carotid 
artery does heal some of these aneurysms is 
demonstrated by calcification of the aneurysm, 
in one case five years following ligation of the 
internal carotid artery. Another patient showed 
partial calcification two years after ligation of 
the internal carotid artery. Figure 10 demon- 
strates a vestigial aneurysm coming off the in- 
ternal carotid artery. These notches represent 
calcium plaques in the aneurysm. If a silver 
clip were placed over the calcium plaque in the 
neck there would be a tendency for the attenu- 
ated wall to rupture and in many instances it 
would be necessary to ligate the internal, the 
middle and the anterior cerebral arteries, and 
that patient would be an invalid for the rest of 
his life. If, however, there had been no notching 
or calcium plaques in the neck of the aneurysm, 
an intracranial ligation would have been per- 
formed. It is interesting to note that the size of 
the aneurysm, as demonstrated in this case, has 
diminished greatly since ligation six months 
previously. 

The favorite sites of aneurysms are at the 
bifurcations of the internal carotid artery, 
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Figure 8. Large intracranial aneurysm (inoperable). 
Ligation of the internal carotid artery produced satis- 
factory results. 


the middle and the anterior cerebral arteries. 
None of these aneurysms should be attacked 
intracranially unless they have a neck sufficient- 
ly large to permit a clip to be applied safely. In 
most instances aneurysms located at the bifurca- 
tion are best treated by the indirect method. 
Certainly in my experience, treatment of such 
aneurysms has been hazardous and at times fol- 
lowed by severe incapacitating symptoms after 
intracranial operations. 

If a small notch or calcium plaque is located 
in the main portion rather than at the neck of a 
vestigial aneurysm, the aneurysm may be attack- 
ed intracranially. 

If the neck of an aneurysm is sufficiently 
large, a silver clip can be applied. In one case 
the thrombus could be seen emerging from the 
previous site of rupture. It had somewhat the 
appearance of a small tulip or lily of the valley, 
except that it was red rather than white. I be- 
lieve that it is better simply to apply the clip 
to the neck and leave such an aneurysm intact 
rather than remove it. On previous occasions in 
which I have removed the aneurysm after the 
application of a clip, the wall of the neck was 
not adequate to support the pressure exerted 
upon it from the internal carotid artery and a 
rupture occurred. Because of this danger it is 
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FIGURE 9. Subclinoidal aneurysm, ideal for the trapping 
operation. 


better to leave the blind pouch intact. I have 
found it important to allow the arachnoid to 
remain adherent to the aneurysm. 

If an aneurysm of the posterior communicat- 
ing artery is small, it can be trapped by applica- 
tion of a silver clip above and below. Aneu- 
rysms of this artery are rare. 

Great care must be used in the treatment of 
an aneurysm of the anterior cerebral artery, 
especially if it involves the anterior communi- 
cating artery. Since the anterior communicating 
artery is relatively short, usually a ligature can- 
not be placed on either side of the aneurysm 
without jeopardizing the flow of blood through 
both anterior cerebral arteries. If the aneurysm 
is situated on either one or the other anterior 
cerebral artery, it should be removed surgically 
or at least trapped. If blood flows through the 
aneurysm from one side only, the anterior cere- 
bral can be ligated just above the optic nerve. 
It is better to apply a silver clip distal to the 
aneurysm as well, since if this is not done the 


flow of blood may be directed through the distal 


FIGURE 10. Vestigial aneurysm coming off the internal 
carotid artery. 


portion of the anterior cerebral artery and con- 
sequently through the aneurysm. 

If an aneurysm involves the main trunk of 
the middle cerebral artery it is inoperable by the 
intracranial approach and the indirect method 
is the better form of treatment. If an aneurysm 
involves one of the branches of the middle 
cerebral artery, however, it may be attacked 
intracranially and removed, depending on which 
branch is involved. Dissecting aneurysms may 
occur intracranially as well as in other parts of 
the body. 

In summary, it may be stated that intracranial 
aneurysms are found much more frequently at 
the present time because of the use of arteriog- 
raphy. Many of these patients can be saved by 
surgical intervention, either by the direct intra- 
cranial attack or by the indirect method of ligat- 
ing the internal carotid artery in the neck. It is 
most important that the surgeon know the 
hazards involved with the surgical treatment of 
intracranial aneurysms situated at specific sites 
before he institutes surgical treatment. 
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Congenital Heart Disease in 
Children 


STANLEY GIBSON* 
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In recent years surgery has achieved excellent results in a number of con 
genital cardiovascular anomalies. In three of these, namely, patent ductus 
arteriosus, coarctation of the aorta and double aortic arch, the diagnostic 
symptoms and signs are discussed. 


NE of the most spectacular advances in 
() medicine has been the surgery of con- 

genital cardiovascular anomalies, all of 
it having developed practically within the last 
10 years. I wish to present three patients, all of 
whom have had surgery for the relief of a con- 
genital cardiovascular anomaly. 

As you know, the congenital cardiovascular 
anomalies may be divided roughly into two 
groups: children in whom there is no cyanosis 
and children in whom cyanosis is present. This 
morning I shall discuss the conditions in which 
there is no cyanosis. 

The first patient is at the present time three 
years old. She was seen in our clinic for the 
first time when she was about 18 months old. 
At that time, although the child was perfectly 
well so far as the mother’s statement was con- 
cerned, on a routine examination it was found 
that she had a very marked murmur at the base 
of her heart, a murmur that was heard best in 
the second left interspace, a murmur that was 
rough and rumbling and continuous, extending 
through cardiac systole and through diastole. 

On this basis, a diagnosis of patent ductus 
arteriosus was made. Even though this child 
appeared perfectly well and had no exercise 
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intolerance, we felt that she was entitled to 
division of her patent ductus. Why? Because 
she already had some cardiac enlargement, in- 
creased vascularity of the lung fields, a very 
high pulse pressure, a capillary pulse and a 
femoral thud, all indications of the presence of 
a large patent ductus arteriosus. 

Just to refresh your memory on what patent 
ductus arteriosus is and its exact location, the 
diagram in Figure 1 will show you the usual 
location of the ductus extending between the 
aorta just distal to the left subclavian artery 
and the bifurcation of the pulmonary artery. 
Why this remains open in certain cases we are 
unable to say. We know that it does, we know 
that it enlarges, and we know that a large por- 
tion of the blood that should pass through the 
aorta is often shunted into the pulmonary artery. 
This throws extra work upon the heart and the 
usual story is that in unoperated cases many in- 
dividuals at the age of 25 or 30 or 35 years suc- 
cumb to heart failure. We feel therefore that 
when this condition can be relieved early in 
life it is to the very distinct advantage of the 
patient. 

This little girl was operated upon at the age 
of three years. We do not usually recommend 
operation quite so early, but we did make the 
recommendation for this patient because she 
already showed cardiac enlargement. 
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There are certain significant findings in addi- 
tion to those which we describe on physical 
examination. 

I want to emphasize over and above every- 
thing else that this diagnosis is a clinical diag- 
nosis. There is no other murmur in the entire 
field of cardiology that quite resembles the con- 
tinuous murmur which you get in cases of pat- 
ent ductus arteriosus. It has a specific location. 
One can almost use a rubber stamp and say 
that the murmur is best heard in the second 
left interspace, heard almost equally well in the 
first left interspace, the diastolic phase of the 
murmur diminishing markedly in the third left 
interspace. That description fits almost all cases 
of patent ductus arteriosus. One should be ex- 
tremely wary in making a diagnosis of patent 
ductus arteriosus unless one hears this charac- 
teristic murmur which I have just described. 

This little girl, when we examined her in 
June, weighed 26 pounds. The last time she was 
at the clinic, a few weeks ago, she weighed 29 
pounds. In other words, within two months fol- 
lowing her operation this child had gained three 
pounds. That is quite characteristic of these 
children. They are almost always underweight, 
they are extremely active, they do not appear 
sick, and the mother usually does not think they 
are sick. The point is that because of the shunt 
of blood from left to right the systemic circula- 
tion does not receive an adequate supply of 
blood. These children are not cyanotic. The 
shunt is from left to right, therefore we get some 
blood going a second time to the lungs. There 
should be no reason for cyanosis in these chil- 
dren, and if one sees a child with a patent duc- 
tus who is cyanotic, then one had better stop, 
look and listen, because it means that something 
else is present besides the patent ductus arterio- 
sus and it is more than likely that the patent 
ductus is serving a useful purpose. 


t our hospital, up to the present time Dr. 

Potts has operated upon 142 children with 

a patent ductus arteriosus. We have been ex- 

tremely fortunate that we have not had a single 

death in this series of 142 cases nor have we had 
a serious complication. 

After operation these children gain weight, 
appear perfectly well and, as a matter of fact, 
are perfectly well. We feel that operation in 
early childhood is easier—the surgeons all tell 
you that. The ductus is more easily approach- 
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able and there is less fibrous tissue to contend 
with; the tissues are more elastic than they are 
in the older individual, and if we can take the 
extra burden off the heart in early life certainly 
that gives the patient a better chance to have a 
normal heart later. We have found in almost 
all instances where the heart is distinctly en- 
larged that a few months after operation the 
heart is distinctly smaller in size than it was 
before. 

The second patient is Howard, who came to 
our hospital in August 1948. He came in with 
an acute appendix. That was diagnosed. He 
was successfully operated on, but I merely want 
to emphasize one point in particular: The resi- 
dent in the hospital who made the examination 
at the time, in completing the physical examina- 
tion, discovered that upon examination of the 
boy's femoral arteries he could feel no pulsation. 
He then took the blood pressure in the arms 
and found it to be 155/105. This practically 
establishes the diagnosis of coarctation of the 
aorta. This child had had no symptoms refer- 
able to his coarctation. The boy was a big husky 
boy and had been quite well. 

Figure 2 shows what we term the adult type 
of coarctation. There are two types of coarcta- 
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tion, as a matter of fact. The so-called infantile 
type is that in which it is associated with other 
anomalies, the other anomalies being more seri- 
ous than the coarctation itself. In the so-called 
adult type of coarctation we have the picture 
such as you see here, a narrow constriction lying 
usually just distal to the left subclavian artery, 
and the narrowing is over only a very small 
portion of the aorta. It looks as if a string had 
been tied tightly around the aorta, constricting 
it at this particular point. 

It is obvious, I think, what the effect of such 
a constriction will be. Because of the narrowed 
aorta—and it sometimes is actually completely 
closed, or there is only a pin-point opening— 
blood is able to pass this constricted portion of 
the aorta only with great difficulty. Therefore, 
what happens? A collateral circulation is estab- 
lished between the branches of the aortic arch, 
and the arteries lower down, so that the blood 
bypasses this constriction of the aorta in order 
to reach the lower extremities. 
As a result, we have an unusually high pres- 
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FicuRE I. Patent ductus arteriosus. 
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sure in the arms; we have diminished or absent 
pressure in the legs. 

I know of no diagnosis in the field of pediatric 
cardiology that is any easier to make than a 
diagnosis of coarctation of the aorta. If one 
simply adopts the expedient of palpating the 
femoral pulse of every child whom he examines, 
he rarely will miss the diagnosis. That is much 
quicker and easier than taking a blood pres- 
sure reading in the arms. If one finds that the 
femoral pulse is absent or very weak, then one 
should certainly take the blood pressure both in 
the arms and in the legs and so practically estab- 
lish the diagnosis from these simple facts alone. 

This boy, as I say, was not suffering from his 
coarctation; we explained the situation to the 
family and they brought the boy to us back in 
January of last year and he was operated upon for 
his coarctation. The operation consisted of ex- 
cising the constricted portion of the aorta with 
an end-to-end anastomosis between the two por- 
tions of the aorta where the coarctation had been 
excised. 
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Figure 2. Adult type of coarctation of the aorta. 


As I told you, before operation his blood pres- 
sure in the arms was 155. No pressure could be 
obtained in the legs. The femoral arteries could 


not be felt. 


WwW” did we take this well boy off the 
street, you might say, and recommend 
operation? Well, statistics have shown quite 
well that only about one out of every four pa- 
tients, or even less than that, lives out a normal 
span of life in the presence of a severe coarcta- 
tion of the aorta. What happens to them? First 
of all, as I say, there is an excessive pressure in 
the arms. I have seen a pressure of 220 in an 
infant at the age of six months with coarctation 
of the aorta. I have seen hemiplegia in a child 
at the age of nine years because of the high 
pressure in the arms. So that sometimes in 
childhood, sometimes in early adult life, very 
often in middle adult life, these patients come to 
grief because of vascular accidents, rupture of 
the aorta, heart failure or bacterial endocarditis. 
These have been the four complications which 
most often have caused early death in patients 


who are found to have coarctation of the aorta. 

This boy was operated upon a year ago last 
January. Before he left the hospital his pressure 
in the right arm was 140/100, his pressure in 
the right leg was 150/100. In other words, the 
pressure in the legs before he left the hospital 
had exceeded the pressure in the arms. In fact, 
immediately after operation, before the patient 
leaves the table, in cases of successful operation 
for coarctation of the aorta one can easily pal- 
pate the femoral arteries and get a distinct pulsa- 
tion, showing that the blood is passing through 
the aorta in normal fashion. 

Are there any other symptoms or signs by 
which we can pick off a coarctation of the aorta, 
in addition to the blood pressure and the lack 
of pulsation in the femoral artery? Curiously 
enough, this condition occurs most often in 
boys—about six times as often as it does in girls. 
They are usually sturdy children, well develop- 
ed, unusually healthy looking children; usually 
they have no symptoms, feel fine, and do all of 
the things other children do. Once in a while 
they will complain of headache; occasionally the 
complaint will mention numbness or heaviness of 
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the legs because of the poor circulation, but the 
nutrition of the legs appears just as good as it 
does in the arms, so that an effective collateral 
circulation does take care of their tissue wants. 

There is usually a murmur over the heart. 
This murmur is not characteristic. One cannot 
make a diagnosis of coarctation of the aorta by 
examining the heart. However, a murmur is 
rarely absent and this boy did have a systolic 
murmur at the base of his heart. It could have 
been equally due to a pulmonic stenosis or an 
auricular septal defect or some other cardiac 
condition. 

Because of the increased size of the inter- 
costal arteries due to the bypassing and filling 
of the intercostal arteries in this condition, very 
often we can feel the pulsations of the inter- 
costal arteries by palpating between the ribs, 
particularly at about the angle of the scapula. 
Sometimes one can hear a bruit over the back, 
due to the passage of blood through these 
greatly dilated arteries. 

There is one practically pathognomonic sign 
of coarctation of the aorta which is not usually 
present in early childhood. That is the notch- 
ing of the ribs or the scalloping of the ribs due 
to erosion from the tremendously enlarged and 
tortuous intercostal arteries. That sign is usually 
not present in the younger children. The boy 
that I am showing you here did not have any 
scalloping of the ribs, but 14- or 15-year-old 
children, and particularly adults who have 
coarctation of the aorta, are very likely to have 
this notching of the ribs, which is merely con- 
firmatory of a diagnosis which one can make 
on the basis of other things. 


A the present time we have operated upon 
12 patients with coarctation of the aorta, 
without a single death. The operation is a 
heroic one; it takes considerable time, but in the 
hands of an expert surgeon it can be under- 
taken, particularly in children, with relative 
safety. The operation is not only easier in chil- 
dren but the results are also more satisfactory 
than in adults. 

The third patient that I wish to show you is 
a baby that was born July 12, 1950. This baby 
was in oxygen immediately after birth. She had 
very marked difficulty in breathing. She had a 
stridor. When she was put in oxygen she was 
fairly comfortable; when she was taken out of 
oxygen she had considerable difficulty. 


The mother noticed that the breathing was 
heavy—that there was a distinct wheeze as the 
baby breathed. She also noticed that there was 
a croupy, barky, metallic cough. The baby had 
difficulty in feeding. The child came into the 
hospital to us at the age of about 16 or 17 days 
and was in acute distress. 

The diagnosis in such instances would be sug- 
gested by the story of her respiratory symptoms. 
One would suspect that this is a case of con- 
genital laryngeal stridor or an immature larynx, 
something that prevented the passage of air 
freely into her lungs. If these children come into 
our hospital, they usually see the bronchoscopist, 
so that he may take a look at the airway and 
see whether or not something is obstructing the 
airway. In this particular baby a view of the 
larynx did not show any abnormality present 
in the larynx. However, we suspected something 
else and we took x-ray films. 

The anatomy which is responsible for the 
symptoms which this baby had is a condition 
known as a double aortic arch (Figure 3). In a 
certain small number of individuals both the 
fourth left and right branchial arches persist. 
Under such circumstances we have a double 
aortic arch. The ascending aorta divides into 
two portions, one portion passing behind the 
trachea and the esophagus, the other portion 
passing in front of the trachea and the esopha- 
gus, and then on the left uniting again to form 
the descending aorta. In such an instance we 
have a vascular ring which encloses the trachea 
and esophagus and often this constriction is suf- 
ficiently tight to cause very great difficulty—the 
trachea is constricted, the child cannot breathe 
easily, and sometimes also the esophagus is so 
compressed that the child has difficulty in swal- 
lowing. 

You cannot make the diagnosis from exam- 
ination of the heart. There is nothing wrong 
with the heart itself. The way that the diagnosis 
can be made is by a LipiopoL.® or barium swal- 
low, and then observe under the fluoroscope or 
take a film to see whether or not the esophagus 
is constricted. 

The baby was operated upon at the age of 
21 days. The baby is now four months old. 
The mother tells me that the baby weighs 15 
pounds. The baby looks perfectly well and 
healthy and I am just as convinced as I possibly 
could be that without the benefit of surgery this 
baby would not be alive. She was in extreme 
distress even from birth, and when we saw her 
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FicuRE 3. Double aortic arch. 


at the age of 16 days she was having great dif- 
ficulty and needed oxygen much of the time. 


Wi is the nature of this operation? The 
arch divides into two portions, the larger 
portion of the arch usually passing posteriorly, 
the smaller portion of the arch passing anterior- 
ly. The surgeon merely severs the smaller an- 
terior portion of the arch. It does not interfere 
with the circulation because the larger posterior 
portion of the arch is able to carry the blood 
perfectly satisfactorily. 

This operation is not an easy one. The anes- 
thetist is the one who sweats blood in this opera- 
tion even more than the surgeon, because with 
the constriction of the trachea as well as the 
constriction of the esophagus, it is extremely 
difficult in some instances to get a sufficient 
amount of air into the lungs to keep the baby 
going during the operation. We have operated 
upon six children with this condition, includ- 
ing, I think, four infants and two older chil- 
dren, and our mortality has been 50 per cent. 
They have not succumbed primarily because of 


the surgery; they have succumbed because of 
the difficulty of aerating the lungs during the 
operation. 

I would like to emphasize in closing that I 
have discussed three conditions which, if you 
are aware of the possibility, any one of you 
can diagnose just as well as the pediatric cardi- 
ologist. Anybody can hear a humming-top mur- 
mur in the second left interspace; anybody can 
palpate the femoral artery and if he finds no 
pulsations can strongly suspect that he is deal- 
ing with coarctation of the aorta. The matter 
of a double aortic arch is merely an awareness 
of its possible presence. The symptoms are refer- 
able to the airway. The child has trouble breath- 
ing. He has frequent respiratory infections. He 
sometimes has difficulty swallowing food and 
particularly solid food, so that when such a 
condition arises and the bronchoscopist says 
that he cannot see anything in the larynx or 
trachea to account for the stridor, then one 
should think of the possibility of a double 
aortic arch and carry out the very simple pro- 
cedures which are necessary to establish or to 
deny this diagnosis. 
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Thromboembolism, although still not very common, is increasing alarm- 
ingly in spite of everything that has been done to prevent it. Prophylactic 
measures, such as early ambulation and other attempts to speed up the 
blood flow in patients who are confined to bed, have failed miserably to 
decrease the incidence of thromboembolism. Also, it is not possible to detect 
approximately 4o per cent of the patients with phlebothrombosis—a fatal 
type of venous thrombosis—before fatal embolism occurs. Some prophylac- 
tic measure which can be used routinely in all patients in whom venous 
thrombosis ts likely to occur must be employed. 


which is on the increase, this opportunity 

to speak on the subject is particularly wel- 
come. As a preliminary I would like to give you 
a résumé of an experience which we have had 
at the Charity Hospital in New Orleans—an 
institution to which both white and Negro pa- 
tients are admitted with about equal frequency. 

As many of you know, in New Orleans we 
have been interested in thrombophlebitis and 
phlebothrombosis for a number of years. We 
have felt that we have been able to prevent its 
increase, and in those instances in which phlebo- 
thrombosis has developed we have felt that we 
have been able to prevent fatalities by the liga- 
tion of the deep veins before a clot has become 
detached. 

Over the past 11 years we have had 1,002 
cases of venous thrombosis at the Charity Hos- 
pital, and it is with considerable regret that I 
tell you that the incidence of venous thrombosis 
has increased; as a matter of fact, it has dou- 
bled in the past 10 years in spite of everything 
that we have done to prevent it. This, I think, 
is significant: In an institution where we have 
been interested in venous thrombosis and where 
we have taken precautions to prevent its devel- 
opment, and where we have taken precautions 
to prevent the detachment of a clot, the increase 
has been as marked as it has. 


Be venous thrombosis is a complication 
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Between 1938 and 1949 over half a million 
patients were admitted to the Charity Hospital 
(Figure 1). There were 29,494 deaths, 9,809 
autopsies and 172,959 operations. There were 
411 fatal emboli diagnosed, 342 of which were 
confirmed by autopsy. Our statisticians tell us 
that one is justified in estimating the expected 
number of fatal emboli, which would be 1,026. 


Shey figures (Figure 2) give us an act- 
ual incidence of fatal emboli of 0.071 per 
cent and an expected incidence of 0.176 per 
cent. During this period of time there were 87 
that occurred postoperatively. (I want to em- 
phasize at the outset that this study is based on 
all the cases of thromboembolism in the Char- 
ity Hospital, and not on just those seen post- 
operatively.) Of this group 58 were confirmed 
by autopsy, with an expected number of 174, 
giving an actual incidence of 0.050 per cent or 
an expected incidence of 0.101 per cent. 

The graph in Figure 3 shows what has hap- 
pened in the Charity Hospital. As one can see, 
there has been a progressive increase in the in- 
cidence of thromboembolism during the 11 year 
period of time, and there has also been an in- 
crease in the incidence of fatal pulmonary em- 
boli—the only difference being that they have 
not increased proportionately as have the non- 
fatal emboli. 

When one breaks it down according to race 
(Figure 4), one sees that there is not much 
difference as far as the total problem is con- 
cerned, but thromboses without embolism did 
occur more frequently in white patients, where- 
as fatal pulmonary embolism occurred more fre- 
quently in Negroes. Why this is I do not know. 

When one considers the two sexes (Figure 5), 
there is no difference as far as the total problem 
is concerned, but thromboses without embolism 
occurred more frequently in women, undoubt- 
edly due to the fact that women are more sub- 
ject to thrombophlebitis which is seen post- 
puerperally, whereas fatal pulmonary embolism 
is more common in men. This is undoubtedly 
due to the fact that men are more subject to 
coronary thrombosis, and fatal pulmonary em- 
bolism is frequently a complication of coronary 
thrombosis. 

If one considers these according to ages (Fig- 
ure 6) one sees that the peak of all cases of 
thromboembolism is in the fifth decade of 
life, the peak for fatal pulmonary embolism is 
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in the seventh decade, and the peak for all 
fatalities in the hospital is midway between, in 
the sixth decade of life. 
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It has been suggested that the seasons play a 
role in the development of thromboembolism 
(Figure 7). Whereas that may be so in some of 
the northern cities, it certainly is not true in 
New Orleans where there is not a great deal of 
difference in our seasons. One can see that the 
incidence is about the same throughout the year. 

As regards the localization (Figure 8), most 
of them were on the left side, which is usually 
found to be the case. A little over half were on 
the left side, a little over a third on the right, 
and 12.5 per cent were bilateral. 

One sees by the graph in Figure g that in 
most services the number of cases of thrombo- 
embolism corresponds quite closely to the num- 
ber of admissions. Thirty-five per cent of all 
the hospital admissions were to the medical 
service and 37 per cent of the cases of thrombo- 
embolism were in this service; on the surgical 
service, the percentages were 29 and 33 per 
cent respectively. It is of interest that the two 
services which did not correspond were ob- 
stetrics and gynecology. Nineteen per cent of 
the admissions were to the obstetric service but 
only 9.5 per cent of the cases of thromboem- 
bolism were on this service. On the other hand, 
gynecology had 10 per cent of the admissions 
and 14 per cent of the cases of thromboem- 
bolism. This is undoubtedly due to the fact that 
in New Orleans we see a relatively large num- 
ber of criminal abortions done by Negro mid- 
wives on the outside, and when these patients 
are admitted to the hospital they automatically 
are admitted to the gynecologic service. 


I comparing the cases of pulmonary embol- 
ism with all the fatalities, again there is 
quite a definite parallelism (Figure 10). Ap- 
proximately 60 per cent of all the fatalities in 
the hospital occurred on the medical service and 
60 per cent of the fatal cases of pulmonary em- 
bolism were on this service, and a similar ratio 
was found on the surgical service. There are 
two distinct differences, however. One is on the 
tuberculosis service. 1 cannot explain the fact 
that 11.6 per cent of all the deaths were on the 
tuberculosis service, and yet only 1.5 per cent of 
the fatal pulmonary embolisms occurred on this 
service. The other difference is on the gyne- 
cologic service, to which I have already alluded: 
2.6 per cent of the fatalities were on the gyne- 
cologic service, and yet 9.5 per cent of the fatal 
pulmonary embolisms were on this service. This 
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is due to the fact that most of these patients 
have a suppurative thrombophlebitis of their 
pelvic veins, and unless they have a ligation of 
their vena cava—and also of the ovarian veins— 
the outcome is likely to be death. 

Figure 11 shows a comparison of the number 
of cases of pulmonary embolism and the total 
cases of thrombosis according to the disease en- 
tity. One sees that heart disease is associated with 
a high incidence of pulmonary embolism; 26 
per cent of all patients with thromboembolism 
had heart disease, and yet 44.5 per cent of the 
fatal pulmonary embolisms had heart disease. I 
call attention to the obstetric service in which 
slightly more than 12 per cent of the total cases 
of thromboembolism, and only 5.9 per cent of 
the fatal cases, occurred. This is due to the fact 
that the women who have delivered and who 
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develop a venous thrombosis almost without 
exception have a thrombophlebitis in which the 
clot is firmly attached and does not become 
detached to produce a fatality. 

A comparison of all the cases of thrombo- 
embolism and the fatal pulmonary embolisms 
is shown in Figure 12. One can see that on the 
incidence of fatal disease the medicine service is 
much higher; 37 per cent of the cases of throm- 
boembolism are on the medical service with 62 
per cent of the fatal pulmonary embolisms. On 
the other hand as previously mentioned, the in- 
cidence of fatal pulmonary embolism is low on 
the obstetric service. 

Figure 13 shows the danger of thromboem- 
bolism or venous thrombosis. Of the 1,002 total 
cases, 411 died, a mortality rate of 41 per cent. 
It was highest on medicine, next on the urologic 
service, next on the gynecologic service, lowest 
on the obstetric service for the reason that I have 
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given, and next to the lowest on the surgical 
service, which we think is probably due to the 
fact that the surgeons are a little more cog- 
nizant of this and we were able to prevent the 
detachment of the clot in many instances. 

In all patients with fatal pulmonary embolism 
we attempted to determine whether there was 
any clinical evidence of an antecedent throm- 
bosis (Figure 14). As you know, one of the 
signs of venous thrombosis is leg tenderness or 
the demonstration of a Homans’ sign, which is 
pain in the calf when the foot is forcefully 
dorsiflexed. Elevation of the pulse rate is an in- 
dication of a venous thrombosis. We divided 
these into two groups, the septic and nonseptic. 
By septic I mean suppurative thrombophlebitis. 
Obviously one could not use an elevation of the 
pulse rate as an indication of venous thrombosis 
in a patient who has a suppurative process, but 


Postgraduate Medicine 


MORTALITY ACCORDING TO HOSPITAL SERVICES 


vor 


so 


FATAL PULMONARY 
TOTAL THROMBOEMBOLISM 


275 
aas 
20F 
CI 


TOTAL MEDICINE UROLOGY GYNECOLOGY SURGERY OB8STETRICSs 


FIGURE 13 


FATAL PULMONARY EMBOLISM 
Incidence of Clinical Evidence of Infarction or Thrombosis 


60 SEPTIC CASES 
Cases 


30 


240 
20 (as 
| 
PULSE LEGS 


CHEST ONE OR MORE 


FIGURE 14 


26 per cent of the patients with nonseptic throm- 
bophlebitis had an elevation of the pulse rate 
that might have suggested an antecedent throm- 
bus. Eighteen per cent of the suppurative cases 
and 17 per cent of the nonsuppurative cases had 
evidence of leg signs which would indicate 
venous thrombosis. Forty-nine per cent of the 
septic cases and 38 per cent of the nonseptic 
cases had chest signs indicating an infarction. 
In only 53.8 per cent of the septic cases and 
56.8 per cent of the nonseptic cases was there 
any clinical evidence of an antecedent throm- 
bosis in patients who died of pulmonary em- 
bolism. In other words, in over 40 per cent of 
our cases in an institution where we are cog- 
nizant of the frequency of this condition, we 
were unable to detect the presence of a venous 
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thrombosis before fatal termination by pulmo- 
nary embolism. This immediately demonstrates 
the seriousness of this condition. 


icuRE 15 shows the rate of incidence per 
Fseume admissions according to the hospital 
service. The highest rate was on the gynecologic 
service, the next on the surgical service, next the 
medical, next the urologic, and finally the ob- 
stetric service. 

If one breaks these figures down into the 
peripheral thromboses and nonfatal and fatal 
pulmonary embolism, one finds there is some 
variation (Figure 16). The highest number of 
peripheral thromboses was seen on the gyne- 
cologic service, then the surgical, urologic, ob- 
stetric, and medical services followed in that 
order. 

But there was also a progressive increase as 
shown in Figure 17 in which the peripheral 
thromboses are charted according to the various 
periods of time. The only instances in which 
there was not progressive increase were on the 
obstetric and urologic services, the greatest in- 
crease being on the gynecologic service—why, I 
cannot explain. 

If one considers the nonfatal pulmonary em- 
bolism—the individuals who developed infarc- 
tion of the lung with pneumonitis but did not 
die because many of them were operated on and 
had their veins tied off so a fatal embolism 
did not occur—it is evident that there is a gen- 
eral increase, the increase being the greatest on 
the gynecologic service, but there was no in- 
crease, however, on the obstetric service. 

Figure 19 shows the incidence of fatal pul- 
monary embolisms according to the services, 
the greatest number being on the gynecologic 
service, undoubtedly due to the fact that until 
relatively recently most of these patients died of 
suppuration and septicemia. The next largest 
number was on the obstetric service, and then 
the urologic, medical and surgical services, with 
the lowest number on the tuberculosis service. 

If we break this down according to the vari- 
ous periods of time, it is evident that there is a 
progressive increase in most services, this being 
highest on the urologic service. : 

About two years ago we began studyé&g the 
question of blood coagulation. Dr. Kay, work- 
ing in the experimental laboratory at Tulane 
University, has done a great deal of work on 
this problem, and it is his belief that venous 
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thrombosis occurs when there is a disproportion 
between prothrombin and antithrombin. Up to 
the present time, most investigators have fo- 
cused their attention on prothrombin because 
we know that in the absence of prothrombin 
clotting cannot occur. We have assumed, how- 
ever, that when clotting did occur, prothrombin 
must be high. That is not necessarily the case. 
Dr. Kay has shown from his investigations that 
clotting occurs when there is a disproportion 
between prothrombin and its antagonist, anti- 
thrombin, and that even in the individual with 
a low prothrombin, if the antithrombin is pro- 
portionately lower, clotting can occur. 

If one takes a series of patients who are sub- 
jected to trauma such as major operative inter- 
vention, and determines antithrombin before 
operation and on successive postoperative days, 
one will find that in many of them there will 
be a progressive fall in antithrombin until about 
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RELATIVE INCIDENCE OF FATAL PULMONARY 
EMBOLISM AND ALL FATALITIES BY 
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the third or fourth day, following which the 
antithrombin comes back to normal. In some 
patients, however, there will be a further pro- 
gressive fall in antithrombin, and these are the 
individuals in whom venous thrombosis is like- 
ly to occur. 


ee the past two years we have studied an- 
tithrombin in these patients pre- and post- 
operatively (Figure 21). We have had a series 
of 238 control cases, 105 with antithrombin 


levels of 1 to 16 or greater; a patient with ap 
antithrombin level of 1 to 16 or greater is likely 
to be safe. There has been one nonfatal pul- 
monary embolism on the fifth day postoper- 
atively with an antithrombin level of 1 to 16 
and a prothrombin time of 15 seconds. There 
were 93 with antithrombin levels of less than 
I to 16. 

Of these 93, 19 developed intravascular clot- 
ting, 4 had fatal pulmonary embolism, and one 
additional patient died with cerebral throm. 
bosis with an antithrombin level of 1 to 4 and 
a prothrombin time of 39 seconds (Figure 22), 
Because alpha tocopherol combined with cal- 
cium acts as an antithrombin in vitro, for the 
past year and a half we have been using alpha 
tocopherol and calcium prophylactically (Fig- 
ure 23). There are 378 cases in which we have 
used alpha tocopherol and calcium. There were 
376 cases in which. the antithrombin was 1 to 
16 or greater; 2 patients had levels below 1 to 
16 before the treatment was begun. The group 
also included 2 cases of pulmonary embolism 
(2 fatal cases—one on the fifth postoperative day 
in a patient who had a hepatorenal syndrome). 
At autopsy there were found extensive liver ne- 
crosis and an embolus in the lower branch of 
the pulmonary artery. We think that one must 
say that the embolus killed this patient. 

There was another case in which the em- 
bolus definitely killed the patient. This was a 
woman who had a carcinoma of the lung. She 
had a pneumonectomy. On her second _post- 
operative day she developed cyanosis and dysp- 
nea coincidental with the removal of the oxy- 
gen. We felt that her respiratory symptoms were 
due to the withdrawal of the oxygen, and be- 
cause her antithrombin was high we _ were 
lulled into a false sense of security. On her tenth 
postoperative day she had a massive pulmonary 
embolism and died. We believe that this patient 
had a clot at the time she was operated upon, 
because about this same time we had a patient 
with a carcinoma of his transverse colon being 
prepared for operation whose antithrombin was 
normal, and while he was getting an enema 
preparatory to his operation he had a massive 
embolus and died. A normal antithrombin is no 
indication that a clot does not exist, but it is 
our belief that probably with a normal ant- 
thrombin a clot is not likely to develop. Wheth- 
er this will be the answer or not, I do not know. 
We believe, however, that if we are to stop this 
increasing incidence of venous thrombosis, 
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something must be developed which can be 
used safely and routinely. 


E are convinced that routine use of anti- 
TY condone is not justified because it is far 
too hazardous. Routine use of venous ligation 
should not be practiced; it will not protect 
against the detachment of these clots, as has 
been shown at the Massachusetts General Hos- 
pital. Whether alpha tocopherol and calcium 
will be the final answer I do not know. We are 
now working on other antithrombins, and hope 
that we may be able to get something that is 
even more definitely protective than is alpha 
tocopherol. 

The one advantage of alpha tocopherol and 
calcium is that it is apparently perfectly safe. 
There is no danger of producing a hemorrhagic 
tendency. For instance, we do not hesitate to 
use it in the case of a patient who has had a 
transurethral prostatic resection. 

I would like to show two patients who reveal 
some of the reasons why we want to prevent 
these things from occurring. These patients ob- 
viously did not die; these patients are living, 
fortunately, but they have lived to develop 
sequelae. Both of these patients have had throm- 
bophlebitis. 

This lady on your right had thrombophlebitis 
30 years ago. For the past 30 years she has had 
a swollen extremity. She has had several attacks 
of severe inflammation of her extremity, and 
you can see now that she has a discolored leg. 
There is one thing that you cannot see but that 
I can describe to you: her skin is hard and 
brawny. That is a result of deposition of scar 
tissue and it is always a result of infection. 
Edema—and I don’t care what its cause may 
be—is a real hazard, because the edematous 
fluid is a good culture medium for the develop- 
ment of a streptococcic infection. 

The induration that this patient has is an ir- 
reparable condition. If this is allowed to go on 
she will develop a true elephantiasis. It can be 
and should be prevented. This can be done in 
two ways. This is due to a combination of 
edema plus infection. We can do a lot as far as 
the edema is concerned. This patient must be 
told that she must wear compression bandages 
or stockings to prevent her leg from being 
swollen. The other thing that she must do is 
prevent an infection. 

In the South we see a good deal more of this 
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than you do in the North because our climate 
is warmer, people perspire more, fungus disease 
is prevalent and almost without exception the 
portal of entry for streptococci is a break in the 
skin as a result of an epidermophytosis. These 
patients should be put on some regimen, and 
we have found that peseNex® is the best prep- 
aration for controlling any fungus infection of 
the feet. 

The second patient’s story is a shorter one. 
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TREATMENT 


Alpha tocopherol (Epsilan-M) 200 I.U. q8 hours orally 


Alpha tocopherol phosphate (Epsilan phosphate) 100 mg. 
q8 hours I.M. 


Calcium gluconate 10 cc. of 10 per cent q24 hours L.V. 


Antithrombin levels: 1:16 or greater 


2 patients with levels below 1:16 (before treatment was 
begun). 


fatal embolism, fifth postoperative day. Primary cause of 
death: liver necrosis and hepatorenal syndrome. Pulmo- 
nary embolus lower branch right pulmonary artery. 


patient with nonfatal embolus on second postoperative day 
died with pulmonary embolus on tenth postoperative day. 


cases phlebothrombosis? Calf tenderness. No clot found 
on ligation. 
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She was perfectly well, presumably, until five 
years ago when she had varicosities corrected. 
After that she was all right, although she had a 
recurrence of her varicosities, and then she be- 
gan to have swelling of her leg and developed 
an ulcer. She has no evidence of varicosities 
now, but she has edema, although without the 
induration that the other patient has. It is my 
belief that this patient should have a subfascial 
ligation. 

I think there are many people who might do 
a deep vein ligation, a superficial femoral vein 
ligation, in this patient. We are convinced that 
that is wrong. We have done many of them and 
we have even suggested that they should be 
done. We have gotten these patients back only 
recently and examined all of them, and they all 
have tremendous increase in their venous pres- 
sure, so much so that we fear what might hap- 
pen to them subsequently. 

We would think that this patient should not 
have a superficial femoral vein ligation because 
of the contention that the valves are function- 
less, and unless one overcomes the head pres- 
sure the vein acts as a stand-pipe resulting in 
stasis and ulceration. It is true the ulceration is 
due to stasis, but one should not do a superficial 
femoral vein ligation. 

We would advocate a subfascial ligation of 
the communicating veins, which can be done 
perfectly safely through a relatively. long inci- 
sion that goes down behind the internal malleo- 


lus and curves anteriorly. One can dissect the 
deep fascia anteriorly and get each one of these 
communicating veins as they come through, 
and ligate them. 

I would think also that she should have an 
excision of the skin, which is not viable, fol- 
lowed by split thickness graft. If that is done | 
believe that she will remain well. 

If there are any accompanying varicosities 
they should be extirpated. She does not show 
any evidence of varicosities at the present time, 
but many of these patients do have varicosities, 
This is not the ulceration which is seen in many 
patients with varicosities. The ulceration accom- 
panying varicosities without an antecedent 
thrombophlebitis, in which there is no incom- 
petence of the valves of the deep veins or com- 
municating veins, is simple to direct, because 
correction of the varicosities is all that is neces- 
sary, but correction of the varicosities alone in 
this patient will not suffice. She will continue 
to have trouble with persistence of her symp- 
toms and recurrence of her ulcer until the rever- 
sal of flow has been prevented. Again I would 
like to say that we are of the opinion that the 
deep vein ligation is not justifiable in these 
patients with postphlebitic sequelae. 

Before we would do anything to any of these 
extremities we would do a preliminary sympa- 
thectomy, not with the idea that we would 
benefit the edema, but because it is inadvisable 
to operate on these extremities until blood sup- 
ply is increased by preliminary sympathectomy. 

I have talked against the deep vein ligation 
in these patients, and yet we advocate deep vein 
ligations in patients with phlebothrombosis. 
They are two entirely different conditions, it 
seems to me. In the first place, when one does 
a deep vein ligation for a patient with a phlebo- 
thrombosis, one is doing it as a life-saving pro- 
cedure. If you do not tie off this patient's veins 
he is likely to die of massive pulmonary em- 
bolism, and it makes considerable difference 
whether the procedure is done to save his life 
or simply to relieve his symptoms. We don’t do 
it in these patients who have _postphlebitic 
sequelae because we fear what might happen 
to them later. It is true that many patients are 
benefited by a superficial femoral vein ligation, 
but because of their persistent high venous pres- 
sures we fear that subsequently they will be 
much worse, and for that reason we have dis- 
continued the superficial femoral vein ligation. 


CASES | 
rd 
Lx, 
( 
| 


Treatment of Carcinoma of the 


Left Colon by Hemicolectomy 
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The five-year survival rate for resection of carcinoma of the colon is now 
50 per cent. The rate ts higher for carcinoma of the right colon than for 
that of the left colon due to more radical excision of the right colon and 
mesocolon. Left hemicolectomy with ligation of the inferior mesenteric 
artery and anastomosis of the transverse colon to the rectal ampulla is the 
preferred procedure. Carcinoma at or below the peritoneal reflection is 
treated by abdominoperineal resection plus left hemicolectomy. 


the colon today may be actual or it may be 

due to greater diagnostic accuracy. To 
establish a high percentage of cures in cases of 
carcinoma of the colon an early diagnosis must 
be made and more radical procedures must be 
carried out. 

The success of colonic surgery is not new. 
We should recognize the pioneers who suggest- 
ed radical procedures in the treatment of car- 
cinoma of the colon—Paul of England was one 
of the first; also Block of Copenhagen, Kohler, 
Heinecke, Mikulicz and many other surgeons 
of Europe. To Miles of London we owe thanks 
for the introduction of the one stage abdomino- 
perineal resection. In America we should recog- 
nize Will Mayo, Charles Mayo, Ochsner of Chi- 
cago, Crile of Cleveland, Judd of Rochester; 
and today we should recognize the works of 
Coller and Kaye, David and Gilchrist, Rankin 
of Lexington, Lahey of Boston, Dixon of 
Rochester, Peter Rosi of Chicago and many 
others. 

I think we should be interested in the pio- 
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neers in treatment of carcinoma of the colon. 
They have shown that carcinoma of either the 
right or the left side of the colon or of the rec- 
tum has a far better prognosis than other car- 
cinomas, including malignant lesions of the 
breast. I frequently ask men who are examined 
for the American Board, “Would you rather 
have a carcinoma of the rectum or a carcinoma 
of the stomach?” Many of them say, “I would 
rather have a carcinoma of the stomach.” This 
answer reveals a definite lack of knowledge of 
the prognosis of these two lesions. We know 
that of 100 cases of primary carcinoma of the 
stomach (not carcinoma that develops on a 
chronic gastric ulcer) we are fortunate to have 
5 patients living after five years. In carcinoma 
of the rectum, however, 50 per cent of the 
patients are alive after five years. 

To approach the subject of carcinoma of the 
colon, we would have to compare physiological- 
ly and anatomically lesions of the right half of 
the colon and lesions of the left half of the 
colon. In doing so, we find that lesions of the 
right side of the colon have a higher percentage 
of cures. Anatomically this is due to a more 
radical surgical excision of the right colon and 
its mesocolon. 

Lesions of the right colon are most frequently 
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diagnosed because they usually manifest symp- 
toms of dyspepsia, an unexplained anemia or a 
palpable mass on the right side of the abdomen. 
All three of these signs frequently occur in the 
same patient. Patients with dyspeptic manifesta- 
tions in the right upper quadrant are sometimes 
diagnosed as having gallbladder disease. 

Distress in the right lower quadrant is not 
infrequently mistaken for appendicitis. The 
diagnosis of carcinoma is made at operation 
when, in addition to involvement of the ap- 
pendix, we are chagrined to find also carcinoma 
of the right half of the colon. When this situa- 
tion is found, we should close the abdomen and, 
after suitable preparation, reoperate after a 10 to 
12 day period. 

Patients with lesions of the right colon not 
uncommonly have anemia. It is tritely stated 
that in every patient who appears anemic one 
should suspect a carcinoma of the right half of 
the colon, a lesion of the stomach or a primary 
pernicious anemia. Also frequently we see pa- 
tients with anemia from chronic blood loss from 
more simple lesions of the colon. 

Tumors of the right half of the colon are 
proliferative. They are bulky lesions which do 
not infiltrate the bowel wall until the late stages. 


There probably is no toxic depression of the 
bone marrow as once was believed but rather 
a chronic loss of occult blood in spite of cases 
which are negative for occult blood on chemi- 
cal examination of the stool. Thus we do notice 
the appearance of these patients who have sec- 
ondary anemia and we know the fatigue and 
weakness that accompany this lesion. 
Adenocarcinoma of the left side of the colon 
is of a stenosing type which has a distinct ten- 
dency to cause obstruction. The number of cases 
of obstruction seen in private practice is not 
nearly as great as the number seen in a charity 
institution. On our charity service we find that 
at least 30 to 40 per cent of our cases come into 
the hospital with acute obstruction, whereas in 
the private work of our clinic only 10 to 12 per 
cent are acutely obstructed. These cases are a 
serious problem for successful management. 
Obstruction occurs after the intake of food with 
high residue. The patient presents crampy ab- 
dominal pain and marked abdominal disten- 
tion. The pulse rate is high and the patient ap- 
pears acutely ill. A scout film of the abdomen is 
taken on all cases of bowel obstruction as a 
preliminary diagnostic aid. It is important that 
the lesion in the large bowel be localized by 
digital or proctoscopic examination or by care- 
ful barium enema. Not infrequently colostomies 
are done in cases of severe ileus because of mis- 
taken diagnosis of carcinoma of the left colon. 
The patient is prepared for surgery with re- 
placement of electrolytes, blood transfusion if 
necessary and continuous gastric aspiration. 


5 he procedures used in the treatment of left 
colon obstruction are right transverse colos- 
tomy and cecostomy. When the abdomen is 
markedly distended it is impossible to mobilize 
the right colon because of its location high un- 
der the liver. The method of choice is cecos- 
tomy. The method of cecostomy is important. 
Under local anesthesia a McBurney type of 
incision is made. The most distended portion 
of the cecum is exposed and packed off from the 
rest of the abdomen. Suction with a fine needle 
is used to relieve the gaseous distention. Then 
the bowel may be brought into the wound 
more easily. It must be done very carefully; 
the cecum can be ruptured because it has been 
thinned out by distention of the colon. If the 
cecum is ruptured, the peritoneal cavity will be 
contaminated resulting in unsuccessful decom- 
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pression and consequent death of the patient. 

Making the opening in the cecum after it is 
packed off is facilitated by using the colostomy 
camp of Hunt of Kansas City—a clamp that 
has a central opening which makes possible 
feeding a catheter through it to allow immedi- 
ate decompression. I would advise anyone who 
is operating a lot of these cases to be fortified 
with a clamp of this nature. 

| think transverse colostomy should be done 
in those cases that are less obstructed. I prefer 
transverse colostomy and decompression when- 
ever possible. It is a safer procedure. It gives 
more decompression than a cecostomy, and sub- 
sequent preparation of the patient is made easier. 
Keep in mind that this is not complete decom- 
pression. It is an aid in the preparation of the 
patient for future surgery. 

Mortality in cases of acute obstruction is rela- 
tively high, certainly around 15 to 20 per cent. 
We should never allow a patient to progress to 
acute obstruction because of the increased mor- 
tality and morbidity if he survives the relief of 
obstruction. Experience has shown that cases 
that go on to obstruction have advanced infil- 
trative lesions with resulting decrease in cura- 
bility rate. 

Patients with obstruction of the left colon 
present cramp-like distress, increased constipa- 
tion and audible bowel sounds. With small 
bowel lesions there is more frequent crampy 
pain and borborygmus. In carcinoma of the 
colon it is not so dramatic. These patients have 
less frequent cramp-like pain. If distention oc- 
curs, the lesion is progressive. 

We should be cautious in the roentgeno- 
graphic examination of these patients. So fre- 
quently the radiologist performs a gastric exam- 
ination with barium, and precipitates an acute 
obstruction of the colon. This, of course, adds to 
the mortality in cases of obstruction. Anyone 
who has dealt with a considerable number of 
these cases knows that it is very difficult to de- 
compress a colon obstructed with barium. Prob- 
ably we have increased the mortality in cases of 
obstruction by 10 per cent because of an error 
in judgment in doing x-ray studies from above. 
If there is partial obstruction and some disten- 
tion, we prefer to use UMBRATHOR® instead of 

arium in enema examinations because barium 
may pass the lesion and precipitate an acute 
obstruction. 

The safety of surgical treatment of lesions of 
any location in the colon depends on ade- 


quate preparation of the patient. We have found 
on our service that many patients have ane- 
mia, hypoproteinemia and avitaminosis and 
that the routine use of four or five blood trans- 
fusions is in order in practically every case of 
carcinoma of the colon, right or left. Hypo- 
proteinemia is corrected by the transfusions, 
amino acids and a high protein diet by mouth 
if tolerated. This is the preferable method. High 
doses of vitamins given daily correct the avitam- 
inosis. There is no reason why one should not 
take one, two or three weeks to prepare these 
patients thoroughly before surgery. 

We prepare the colon with sulfonamide com- 
pounds. I prefer suLFasuxipine® because in ad- 
dition to sterilizing the bowel it liquifies the 
stool. We have been particularly impressed by 
the absence of postoperative peritoneal reactions 
following open anastomosis with the use of 
sulfasuxidine. We use it for five to seven days 
preoperatively and we use it postoperatively by 
placing it down a nasal tube every four hours. 
This usually produces spontaneous movement 
on the fourth or fifth postoperative day. With 
the use of newer antibiotics a more rapid ster- 
ilization can be obtained. Streptomycin, aureo- 
mycin, Or CHLOROMYCETIN® two or three days 
before surgery is an adjunct to sulfasuxidine. 
We prefer 3 gm. of chloromycetin daily for two 
days before surgery. Saline catharsis is used if 
the patient does not have obstructive symptoms. 
If at the beginning of preparation obstructive 
symptoms occur, sterile saline or water enemas 
are used for thorough evacuation of the colon. 


ig addition to these aids in preparing the pa- 
tient, I think the surgeon should evaluate the 
patient’s general condition. I am not averse to 
having a medical man help in the evaluation 
of the patient’s heart, lungs, kidneys, etc. We 
should also be prepared to make our own 
evaluation of the function of these organs 
because we are responsible for the patient's 
survival. Examination of the prostate and 
knowledge of kidney function help prevent post- 
operative renal complications. 

With the first resections that were done the 
mortality was about 60 per cent. When I fin- 
ished medical school and had my internship, the 
mortality rate was about 25 or 30 per cent. It 
was astounding that many men who operated 
on these cases had a very excellent technic (I 
know no better than Judd, Crile, Will Mayo 
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or Ochsner, from witnessing their work). The 
mortality rate today is reduced because of ade- 
quate preparation of the patient. 

The most important point I want to express 
now is the need for more radical surgery on the 
left side of the colon—splenic flexure, descend- 
ing colon, sigmoid or rectum. 

We have followed a number of cases with 
lesions of the left colon. We have not been 
radical enough. If we do a segmental resection 
or a Rankin type of operation, bringing the two 
loops together and taking off the tumors, there 
is recurrence in any number of cases. I have 
even reoperated these cases a second time. The 
teachings of Wangensteen, who advocates re- 
operation every six months to a year for possi- 
ble recurrence, should provoke one to do more 
radical surgery at the initial operation. 

With carcinoma of the left colon we can do 
a left hemicolectomy just as we do right hemi- 
colectomy for lesions of the cecum, ascending 
colon or hepatic flexure. We know from our 
own work and from the work of David and 
Gilchrist in postmortem examination of pa- 
tients dying cardiac deaths immediately post- 
operatively that all the glands are not removed 
in limited excision of the tumor. It was shown 


Postgraduate Medicine 


THE DISCOVERY OF INSULIN 


It Is Now 280 years since Thomas Willis, Sidley Pro- 
fessor at Oxford, wrote: “The urine is wonderfully 
sweet, as if imbued with honey or sugar . . ,” but not 
until just before the American Revolution was it 
proved experimentally by Matthew Dobson that the 
sweet substance in diabetic urine is sugar. It “smelt 
sweet, like brown sugar,” Dobson said, “and could 
not be distinguished from sugar except that the sweet- 
ness left a slight sense of coolness on the palate.” 


that a higher extension of the excision (even 2 
cm. or more) would have revealed a gland in- 
volved with malignancy. 

Today we are doing left hemicolectomy for 
lesions of the upper rectum, sigmoid, descend- 
ing colon and splenic flexure. We can bring 
the transverse colon down to the ampulla of 
the rectum. The operation can be done in a 
majority of instances if one wants to do a pri- 
mary resection. I am opposed to a primary re- 
section for carcinoma of the rectum at or below 
the peritoneal reflection because of the high in- 
cidence of recurrence. I have always been in 
accord with the late Ernest Miles of London 
and with Lahey of Boston that the more radical 
the excision the higher the percentage of cures. 
To be even more radical and encompass the 
upward lymphatic spread in the excision one 
may add left hemicolectomy with ligation of 
the inferior mesenteric artery at the aorta and 
bring out the transverse colon as a permanent 
colostomy in the left upper quadrant of the 
abdomen. 

With adequate preparation all cases of car- 
cinoma of the colon today can be operated with 
surprisingly low mortality and morbidity rates. 


Thirteen years later, in 1788, Cawley made the first diagnosis by demonstration of 
sugar alone, and was the first to describe a pancreatic lesion in a diabetic necropsy. 


More than a century and a quarter passed before the publication by Dr. Moses 
Barron, in 1920, of “The Relation of the Islets of Langerhans to Diabetes with 
Special Reference to Cases of Pancreatic Lithiasis,” and with it was germinated in 
the mind of Frederick Grant Banting, K.B.E., of Toronto, the idea which led to a 
brilliant chapter in the annals of modern medical research: the discovery of insulin, 
when Banting and Charles Herbert Best observed a definite lowering of the blood- 
sugar level of a depancreatized dog following injection of 5 cc. of a crude extract of 
pancreas. Today a bronze plaque marks the small laboratory where the original 
experiments were conducted at the University of Toronto. (For the story of the work 
being done now to find and help people who have diabetes, see page 356 of this issue.) 


The progress in the story of diabetes and insulin from Willis to Banting and Best 
is portrayed in this month’s cover painting by Edmund Kopietz. 
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FOREWORD 


This exhibit brings together, in graphic form, new and important data on 
the mortality of overweights, on the relation of overweight to the frequency 
and prognosis of various conditions, and on results of weight reduction. The 
material in this exhibit has been carefully selected from clinical and Life 
insurance literature. The standards used to measure the specific hazards of 


overweight vary from source to source, but the figures speak for themselves. 


The charts on Overweight and Mortality are based upon a new, long-range 
study of 25,998 men and 24,901 women overweights insured as substand- 
ard risks by the Metropolitan Life Insurance Company. These persons were 
first-class risks in all other respects. 


The exhibit clearly portrays the adverse effects of overweight on health 
and longevity from different points of view. Especially significant is the 
vulnerability of overweights to the degenerative diseases, particularly of 
the cardiovascular system. In order to attack successfully the chronic diseases 
which today are major causes of disability and death, new weapons must 
be developed. This will be a long and. difficult task, because the problems 
to be solved are so many and so complex. However, certain factors which 
speed the onset and course of degenerative disease have been identified. 
Outstanding among them is overweight. Taking off excess weight is an 
important and concrete measure in chronic-disease prevention and control, 
and the earlier it is done, the better. 


This exhibit is part of a nationwide effort in which the Metropolitan Life 
Insurance Company has joined with the American Medical Association, the 
Public Health Service of the Federal Security Agency, and other national 
and local agencies, both voluntary and official, to stimulate interest anew 
in the problem of obesity and to spur positive action against it.The charts 
were first presented in the Scientific Exhibit of the annual meeting of the 
American Medical Association, held at Atlantic City in June 1951, as part 
of a Symposium on Overweight, Nutrition and Health. 
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New Life Insurance Mortality Study of Cases Rated for Overweight 


Percent Actual of Expected Deaths 
(Death rates of men accepted for 


Mortality: standard insurance = 100%) 
20-29 
40-49 | 
| 152%, 
160%, 
ct Gverweight Moderate obesity 


Death rates are above normal at every age. The excess is relatively | 
greatest among the younger men. The mortality ratios are high ff 
regardless of the time elapsed since examination, and tend to increase 
a »| with time. Mortality also increases with the degree of overweight. 


OVERWEIGHT AND MORTALITY 2 
'? Experience of Metropolitan Life Insurance Company. Substandard Ordinary Issues, 1925-1934, traced to 1950 uaa 
Soe, 


New Life Insurance Mortality Study of Cases Rated for Overweight 
Percent Actual of Expected Deaths 


(Death rates of women accepted 


Mortality: for standard insurance = 100%) 
20-29 
30-39 
40-49 
50-64 
Under 5 years 
5-14 years 
15-24 years 
of Overweight Moderate obesity 
Marked obesity 


Mortality is well above normal at every age and at all durations 
since examination. It is highest among those with marked obesity. 
The variations in the mortality ratios by age at examination and 
time elapsed since examination tend to be less in women than in men. 
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1%, 


| «= Cirrhosis of the Liver 2.7% 


(Suicide — 1.7%) 


OVERWEIGHT AND MORTALITY 


A 
- New Life Insurance Mortality Study of Cases Rated for Overweight 


MEN WOMEN 


Cardiovascular-renal 


Cardiovascular-renal diseases 42.4%, 


diseases 51.8%, 


Cancer* 18.7% 


Cancer* 11.2% 


Diabetes 5.7%, 


| Influenza and Pneumonia 3.3%, 


Diabetes 8.99%, 


Influenza and Pneumonia 3.7%, 
Diseases of Gall Bladder 2.6%/, 


Accidents 4.8%, Accidents 2.8%, 


All other causes 20.5%, 


(Appendicitis — 2.2%,) 


All other causes 20.9%, 


(Puerperal State — 1.6%,) 
(Appendicitis — 1.6%.) 


*Includes Leukemia and Hodgkin's disease 


Experience of Metropolitan Life Insurance Company. Substandard Ordinary Issues, 1925-1934, traced to 1950 


- Preliminary analysis indicates that in both sexes the mortality is excessively 
high from all the degenerative diseases of the heart, arteries and kidneys, 
from diabetes, and diseases of the liver and gall bladder. Deaths from 
childbearing also exceeded the expected number. Death rates from cardio- 
vascular-renal conditions were relatively highest at ages under 45... Of 
the major diseases, diabetes showed relatively the greatest excess mortal- 

»] ity—more than three times the expected number in each sex. The death 
Ba: : . rate from cirrhosis of the liver among men was more than twice the normal. 
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OVERWEIGHT AND IMPAIRMENTS a: 


HYPERTENSION 


Frequency of Elevated Diastolic Blood Pressure Rate of Development of Sustained Hypertension P 
(90 mm. Hg. or over), According to Build 
44.7%, Rate per 1,000 per Annum 
Avera: 
Under 
4.79 


Light Medium Heavy Light Medium Heavy 


Build according to Ponderal Index (Weight (Ibs) + Height (ins.)) 
Light, under 2; Medium, 2 to 2.4; Heavy, over 2.4 


Not overweight 


Metropolitan Life Insurance Company. Home Office Clerical Employees United States Army Officers, 1924-1941 
attaining age 40. 1930-1943 (After Thomson) (After Levy, White, Stroud, and Hillman) 


Overweight 


Average Weights of Men Developing Degenerative Proportion with Advanced Atherosclerosis in Cases 
CVR Disease Compared with General Average Classified by Nutritional Status 
J General Group Men with or later developing | Nutritional Status J Poor Pi Average FR obese 
cardiovascular-renal disease 
General Atherosclerosis 
159.2 
154.5 
174.4 
159.6 
171.2 Coronary Atherosclerosis +: 
163.7 125% 
167.9 120% 
164.8 
; partment niversity College of Medicine 
Study of United States Army Officers, 1916-1929 (After Reed and Love) 
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Previous Maximum Weight of Diabetics Frequency of Overweight (160 Ibs. or more) 


Ages 40 or Over at Onset 


44%, 


Moderate Overweight (25.4%) 
Average 10.2%, y 


Adult Females in 


General Population 


Experience of Free Hospital for Women, 
Brookline, Mass.,1929-! 


Patients 


Marked Overweight (59.7%,) 


Experience of George F. Baker Clinic, 1897 to 1928 (After Hertig and Sommers) 


Build of Persons with History of Gall Bladder Incidence of Gallstones at Autopsy 
Disease Accepted for Insurance According to Weight Classes fe 
Men Women Percent with Stones 
Weight Class 
Underweight 100-140 Ibs. 
Average 
141-180 Ibs. 
Overweight 
Over 180 Ibs. 
Experience of Metropolitan Life Insurance Company 


Wilens) BARE Ordinary Department, 1912-1933 (After Dublin, Jimenis, and Marks) 
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0 ERWEIGHT AND IMPAIRMENTS 
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Experience of Mayo Clinic (After Mentzer) . ‘ 


~RHEUMATISM OR GOUT (History) 


Frequency According to Weight Group 


EJ Marked Underweight (20% or more) 
ae Marked Overweight (30% or more) 
28.3%, 


30-39 Ages 45-64 


Life Extension Institute Examinations 
of 3,037 Male Life Insurance Policyholders 


(After Britten) 


URINARY IMPAIRMENTS 


OVERWEIGHT AND IMPAIRMENTS 


Frequency According to Weight Group 


Underweight 
Cincinnati Heart Council Studies ae 


5.9%, 


Average Overweight "7 


White Male Clerical and Factory Workers. 1929-1930 


Frequency According to Weight Group 


Overweight 


12.2%, 


Albumin (Trace or Marked Amount) 


25-34 35-44 45-54. 55+ Ages 
Male policyholders of Metropolitan Life Ins: ce C y ined by Life E 


Normal 


Sugar (Trace or Marked Amount) 


25-34 


tension Institute, 1921 


35-44 


7.2%, 


45-54 55+ 
(After Dublin, Fisk, and Kopf) 
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 CHILDBEARING 


OVERWEIGHT AND PROGNOSIS 


Frequency of Certain Complications 


(a) University of 
lowa, College of (b) Coney Island 


Medicine Hospital 
1926-1942 1932-1936 
Nor- Nor- 


Obese mal* Obese mal* 
Operative Incidence 11% 5% 20% 4.5% 
Toxemia 31%, 45%, 
Hypertension 15-20%, 35%, 15-20%, 


Stillbirths 34%, 25% 95% 50%, 


*General hospital or population experience 


(co) 760 pregnancies in 641 women weighing 200 pounds or over. Ex- 
cludes cases in which child weighed less than 1500 gm. (After Odell 
ight and Mengert) 


(b) 200 women weighing more than 200 pounds. (After Matthews and 
30 ' Der Brucke) 


Toxemia Incidence in Cases with Previous Eclampsia 


75% 


Light Build 


Heavy Build 
(Ponderal Index under 2.2) 


(Ponderal Index 2.2 +) 


Experience of Margaret Hague Maternity Hospital, 1931-1946 
(After Chesley, Somers, and Vann) 


SURGERY 
| Operative Mortality Incidence of Embolism and Thrombosis 
23%, Abdominal Hysterectomy | 


Cholecystitis 


0%, Acute Appendicitis 


Lean Obese Lean Obese 


| Kopf) University Surgical! Clinic, Wurzburg (After Seifert) 


Over 200 Ibs. 8%, 
Under 200 Ibs. 4 °/, 
Intestinal Operations 
Over 200 lbs. 7.1%, 


Under 200 lbs. e 


Experience of the Mayo Clinic 
(After Barker, Nygaard, Walters, and Priestley.) 
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Rate per 1,000 per annum+ 
Development of Sustained 
Hypertension 


Not overweight 


Overweight 


Retirement with Degenerative 
Cardiovascular-renal Disease 


Not overweight 5.4 


Overweight 7.6 


tEstimates adjusted to age distribution of "normal" group 


United States Army Officers, 1924-1941 
(After Levy, White, Stroud, and Hillman) 


Mortality Among Males with Asthma 
Accepted for Insurance 


Percent Actual of 
Expected Deaths 


89%, 


Average Weight Overweight 


Experience of Metropolitan Life | 


Company, 1912-1932 
(After Dublin and Marks) 


Non-obese Obese (170 Ibs. +) 


ted by irradiation between 1936 and!943 (After Hildreth) 


Mortality Among Persons with Bronchitis 
Accepted for Insurance 
209%, 
Percent Actual of 
Expected Deaths 


130%, 


Average Weight Overweight 


Experience of 34 Life Insurance Companies, Substandard Risks 
Ps'909-1927, Includes Cases With History of Condition. 
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OVERWEIGHT AND PROGNOSIS 


HYPERGLYCEMIA 


Mortality Among Persons Given 


Proportion Becoming Diabetic 
Glucose Tolerance Test 


21%, 
Percent Actual of Expected Deaths 


187%, 


Overweight : Not overweight Overweight 


Experience of Metropolitan Life Insurance Company, 1927-1946 
(After Jimenis, Marks, Finegan, and Blatherwick) 


Not overweight 


Experience of George F. Baker Clinic — Cases traced 10 years or more 
(After Marble, Joslin, Dublin, and Marks) 


Mortality Among Persons with Albuminuria Accepted for Insurance 
Percent Actual of Expected Deaths 


Standard Risks Substandard Risks 


Average Weight 


Experience of Metropolitan Life Insurance Company, 1925-1938 (After Christiernin, Dublin, and Marks) 
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WEIGHT REDUCTION — GENERAL 


Employee Group — Initial Weight 3-899, Above Average 
30 Ibs.+ 10-29 Ibs. 1-9 Ibs. 


Weight Lost During Treatment 


(294 Cases) 
Total 81%, 
Further Loss Gain 
| Year Later 
(224 Cases) 
Average -—3.8 lbs. +9.7 Ibs. 
5 Years Later 
(193 Cases) 79%, 
Average —8.9 lbs. + 18.3 Ibs. 
Metropolitan Life Insurance Company Home Office Employees. 1923-1928 (After Fellows) 


67 Patients Weighing 200 lbs. or More Treated for Extended Period 


kK Lost Weight Gained Weight —> 
30 Ibs. + 10-29 Ibs 1-9 Ibs. 
Diabetics 
(24 Cases) 


Non-diabetics 
(43 Cases) 


Metabolism Clinic, New Haven Hospital. Patients treated several months to 12 years. (After Danowski and Winkler) 0 


Adequate long-term experiences on weight reduction are few and indicate 
that only a minority of overweights persist long enough to reap the greatest 
benefit. A real need exists for new and better data on the subject. 


— q 15 Ove 
None 
in 
m. Hg. 
| 
Mt. Sina’ 
; 
\ | 
\ | Blood 
| 100 


Overweight Cases Followed 3 Years or More 
. After Weight Reduction Course 


Change from Beginning of Treatment to 1944 Follow-up 
+60 


@ Systolic 
O Diastolic 


—100 -80 60 -40 -20 0 +20 
Change in Weight (Ibs.) 
Mt. Sinai Hospital, N.Y. 1940-1944 
(After Adlersberg, Coler, and Laval) 


Glucose Tolerance After Reduction to Normal Weight 


Change in Number of 
Tolerance Patients 


Total 47 
Became normal 36 
Improved 5 
Unimproved 6 


Average Blood Sugars in the 36 Patients Whose 


Glucose Tolerance Test Became Normal 
Blood Sugar (Mg. % 
300] 


Before Weight Reduction 


er 


0 
Fasting | Hours 3 


University Hospital, University of Michigan 


"(After Newburgh) 


Changes in Averages Corresponding to 
“ced in Weight Over 5 Years 


Change in Weight (%) 
15+ 10-14 5-9 0-4 1-4 5-9 10+ 


4.7 


1.7 
Diastolic (Mm. Hg.) 


2.1 


2,858 overweights examined by the Life Extension Examiners. 
(After Ley) 


Results Following Weight Reduction Therapy 
with Anorexigenic Drugs 


Loss in Weight (Ibs.) 
21+ 11-20 Under 10 
Glucose Tolerance 
Became normal or near 
normal 
Improved 
No change or worse 


Insulin Dosage 
Discontinued 5 
Reduced 5 
Unchanged 


Insulin Status One Year After Treatment 
Further Regained 
Weightloss Weight 
Continued omission or reduced 3 6 
Dose unchanged _ 2 
Dose increased* 2 16 


*Includes insulin reinstated or started 
Mt. Sinai Hospital, N. Y. (After Osserman and Dolger) 
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THE PHYSICIAN AND THE OVERWEIGHT PROBLEM 


Management of the Patient 


Medical history and examination 
Dispel fallacies about causes of overweight 
Recognize emotional factors if present 
Careful diet history 
Point out errors about diet and eos 


Prescribe most satisfying diet possible 


Give thorough and painstaking instruction about diet 


Teach food values, including beverages 
Use dietician's help and group technique when possible 
Check diets regularly 


Develop patient's responsibility for his success in weight reduction 
Only permanent change in eating habits brings lasting results 


Help patient's morale 


Be enthusiastic; show continued interest in patient's progress 


Remember: Ingrained habits are hard to break 
Halting progress from time to time may discourage patient 


Use drugs and exercise with discretion 


They are entirely secondary to diet and may divert patient's 
attention from his main problem, which is overeating. 


Prevention 


Attack problem in childhood 
Give mothers sound advice on dietary needs of children 


Watch and control patients’ weight 


Gains are common after change from active to sedentary 
occupation and after pregnancy, surgery, and menopause 


Leadership 


Encourage clinics and other methods for group weight reduction 
Foster popular education in diet, foods, and weight control 
Fight reducing fads and fakes 


SET A GOOD EXAMPLE — KEEP YOUR OWN WEIGHT DOWN 
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The materials on obesity and weight reduction 
listed below are available without charge from 


Health and Welfare Division 
Metropolitan Life Insurance Company 
1 Madison Avenue, New York 10, N. Y. 


FOR PROFESSIONAL GROUPS 


Influence of Overweight on Health and Disease. Exhibit of the charts 
in this brochure for showing at meetings of medical, public health, nutri- 
tion, and other suitable organizations, as well as for teaching purposes. 


Influence of Overweight on Mortality. Exhibit of six selected charts 
for use at meetings of nursing and other community groups. 


Obesity and Its Relation to Health and Disease. Reprint of a scien- 
tific paper read at the annual meeting of the American Medical Asso- 
ciation, June, 1951. 


Lantern slides on overweight based upon the data in this brochure. 


FOR THE PUBLIC 


Overweight and Underweight. A 32-page pamphlet which discusses 
the problems of weight control. Includes calorie tables and sample 


menus. 
Why Weight? A 4-page leaflet offering hints on how to stick to the 


reducing program prescribed by the doctor. 


Hidden Calories That Tip the Scales. A small pocket folder showing 
caloric values of ordinary portions of high-calorie foods. 

Food for the Family. A 16-page pamphlet for homemakers containing 
practical information on family food needs and suggestions for market- 
ing. 

What Doctors Say About Overweight. Reprint in color of the Com- 
pany's advertisement which appeared in national magazines. 

Desirable Weights for Men Reprints of Statistical Bulletin 
Desirable Weights for Women articles, including weight tables. 
What Made Them Fat? A popular two-panel exhibit for use at meet- 
ings of community groups. 

Losing to Win. An 11-minute, 16-mm. sound motion picture in color. 
It will be available for educational and television programs in each State 
as soon as the theater showings of the shorter version, titled Cheers for 
Chubby, have been completed in that State. 


Additional material on low-calorie diets, available to physicians only, may be obtained 
from The American Dietetic Association, 620 North Michigan Avenue, Chicago 11, Ill. 
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SCIENTIFIC EXHIBITS 


To appear IN COMING ISSUES of 


POSTGRADUATE MEDICINE 


Use of Pudendal Block Anesthesia in Obstetrics and Gynecology 


HARLEY E. ANDERSON, M.D., University of Nebraska College of 
Medicine, Omaha 


Personality Manifestations in Psychosomatic Illness; Visual Aids to 
Psychotherapy 


O. SPURGEON ENGLISH, M.D., Department of Psychiatry, Temple 
University Medical School and Hospital, Philadelphia 


Migraine 


ARNOLD P. FRIEDMAN, M.D., IRWIN KARRON, M.D., AND NAOMI DE 
SOLA POOL, M.D., Montefiore Hospital, New York 


Clinical Evaluation of the Ballistocardiogram 


LEON PoRDY, M.D., KENNETH CHESKY, M.D., MARVIN MOSER, M.D., 
ROBERT C. TAYMOR, M.D., ARTHUR M. MASTER, M.D. AND SIDNEY 
STORCH, M.D., The Mount Sinai Hospital, New York 


The Management of Oral Anticoagulant Therapy 


SHEPARD SHAPIRO, M.D., New York University College of Medicine, 
New York 


The Myofascial Genesis of Pain 


JANET TRAVELL, M.D., AND SEYMOUR H. RINZLER, M.D., Cornell 
University Medical College and Beth- Israel Hospital, New York 
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Christmas 


Mail this card below to enter your gift 
subscriptions. No postage necessary. 

Enclose check, or, if you prefer; we'll 

bill you on receipt of this card. 


POSTGRADUATE 
MEDICINE 
GIFT SUBSCRIPTION OFFER 


ENTER MY SUBSCRIPTION TO POSTGRADUATE MEDICINE 


State 

1 year subscription—$10.00 2 years—$17.00 
12 monthly issues 24 monthly issues 


ALSO ENTER THESE SUBSCRIPTION ORDERS, AND SEND A 
CHRISTMAS GIFT CARD TO: 


Name 

Address 

City State 

1 year subscription—$10.00 2 years—$17.00 
12 monthly issues 24 monthly issues 


Name 

Address 

City State 

0 1 year subscription—$10.00 0 2 years—$17.00 
12 monthly issues 24 monthly issues 


Name of Donor 
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CLINICAL STUDY 


Influence of Streptococcal Infections on the 
Compulsive Behavior of Criminals 


EDWARD C. ROSENOW’ AND O. F. ROSENOW* 


LONGVIEW HOSPITAL, CINCINNATI, AND OHIO PENITENTIARY, COLUMBUS 


Evidence that highly specific neurotropic toxins or poisons produced by a 
non-apparent type of streptococcal infection in nasopharynx or elsewhere 


may be responsible for the abnormal compulsions that characterize the 
behavior and acts of criminally inclined persons is reported. A new 
approach toward the age-old problem of crime appears at hand. Methods 
for the ready detection of the presence of such infection or intoxication 


HE causes of crime and other abnormal be- 
"T havio have been the subject of intensive study 

over the years by psychologists, criminologists, 
social workers and the medical profession. Various 
hereditary and environmental factors have come to 
be regarded as contributory influences. Recent ob- 
servations of a group of inmates at the Ohio State 
Penitentiary indicated that a specific type of bac- 
terial infection—or rather, intoxication—may in 
some unknown way also be a potential cause. 

These observations led to a study of new cutane- 
ous test materials which have been used on prison- 
ers as voluntary subjects. 

The occurrence of immediate erythematous re- 
actions following intradermal injection of antiserum 
indicates specific antigen in skin or blood. The oc- 
currence of a corresponding infection (discovered 
by Foshay' in cases of tularemia) and of a similar 
reaction following intradermal injection of pneu- 
mococcic antigen indicating specific antibody (de- 
scribed by Francis? in cases of lobar pneumonia) 
have been applied to diverse diseases due to or as- 
sociated with nonhemolytic streptococci. Immedi- 
ate reactions indicating specific antigen following 
intradermal injection of natural antibody in the 
form of solutions of the euglobulin fraction of 

4Bacteriologic Research, Longview Hospital, Cleveland, Ohio; Profes- 


sor Emeritus, Experimental Bacteriology, Mayo Foundation, Rochester, 
Minnesota. 


*Consulting Physician to the Ohio Penitentiary, Columbus, Ohio. 


and perhaps for its control have been found. 
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respective antistreptococcal horse serums*> have 
been found diagnostic of specific types of strepto- 
coccal infections. 

Through studies on the in vitro production of 
antibody, new cutaneous test and treatment mate- 
rials became available.°.* When streptococci and 
other bacteria, suspended in sodium chloride solu- 
tion, are subjected to prolonged heat in the auto- 
clave and are autoclaved for a much shorter time 
after adding hydrogen peroxide, the bacteria dis- 
integrate, the remnants become sharply agglutin- 
ated, toxins are destroyed and substances resem- 
bling antibodies appear in the supernatant sodium 
chloride solution.’ Moreover, by the methods used, 
respective specific types of streptococci were iso- 
lated which, on appropriate inoculation in ani- 
mals, produced characteristic symptoms in studies 
of diverse diseases including diseases of the nervous 
system in which abnormal behavior occurs. This 
was especially true in Sydenham’s chorea,® epi- 
demic hiccup,’ spasmodic torticollis,"! respiratory 
arrhythmia following encephalitis’? persistent 
sneezings and convulsions following influenza,'* 
epilepsy and schizophrenia.'* 

The idea that a specific type of streptococcal in- 
fection or intoxication might in some way be causa- 
tive of morbid or perverted compulsions in human 
beings criminally inclined did not occur to us until 
an unexpected reaction occurred to the control 
antibody in the following experiment: It was found 
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that highly nervous prisoners who had intercurrent 
respiratory infection, ulcer of the stomach, myositis 
or arthritis reacted specifically to the respective 
streptococcal thermal antibodies and reacted more 
to the “neurotropic” streptococcal thermal antibody 
prepared from streptococci isolated in studies of 
chronic encephalitis injected as a control than did 
persons from outside who were ill with these same 
diseases but who were normal in behavior and 
other respects. It was this clue that lec to a study 
of criminals from a bacteriologic standpoint. 


METHODS AND MATERIAL 


The nasopharynx of prisoners was swabbed for 
cultures from behind and above the soft palate— 
without touching the tongue—with an aluminum 
wire wrapped swab bent to a suitable angle. The 
swabs were refrigerated in a thermos bottle until 
cultures were made, usually within 8 to 18 hours. 
The material on the swabs was suspended in 2 ml. 
of sodium chloride solution. Cultures were made 
immediately from such suspensions on blood-agar 
plates and in serial dilutions of freshly prepared 
dextrose-brain broth. A 1 ml. or 2 ml. pipet was 
used to add 0.15 ml. of the sodium chloride solu- 
tion suspension to the first of 4 or 6 tubes, each 
containing 15 ml. of the medium. After thorough 
mixing at each dilution by filling and emptying 
the pipet six or more times in rapid succession, 
0.15 ml. was transferred to 3 or 5 successive tubes 


containing 15 ml. of the dextrose-brain broth. Al] 
cultures were incubated at 33°C. to 35°C. for 
18 hours when gram-safranine-stained films were 
made. Pure cultures of the streptococcus were ob- 
tained for inoculation of mice, for the preparation 
of antibody and antigen and for agglutination 
tests; these cultures were taken from the end point 
of growth of the serial dilution cultures and not 
from primary colonies that grew on blood agar. 

Subcultures were then made in tubes containing 
15 ml. of dextrose-brain broth for agglutination 
tests and inoculation of animals. The centrifugated 
streptococci from the supernatant dextrose-brain 
broth cultures and those that grew in the first or 
second subculture in large volumes of 0.2 per cent 
dextrose broth were partially dehydrated in dense 
suspensions (300 and 1000 billion streptococci per 
milliliter respectively) of glycerin, 2 parts, and 
saturated sodium chloride solution, 1 part, and 
stored at 10° C. for agglutination tests and for the 
preparation of solutions of thermal antibody and 
antigen. Blood was drawn for cultures and ag- 
glutination tests into vacuum tubes. After clotting, 
the rubber stopper was removed, the clot loosened, 
the stopper reinserted in a sterile manner and, 
after centrifugation, the serum was decanted and 
the partially macerated clot was transferred to 
tubes of dextrose-brain broth for incubation. 

Agglutinative tests were made with the serum 
of persons tested at 4 fivefold dilutions at from 
1:10 to 1:1250 against suspensions containing ap- 
proximately three billion streptococci per milliliter 
in final dilution from the respective and control 
dense glycerin-sodium chloride suspensions. 


1 determine the presence of specific antigen in 
skin or blood and hence of a corresponding 
streptococcal infection or intoxication, solutions of 
thermal antibody especially suitable for intradermal 
injection were prepared by autoclaving at 17 
pounds pressure for 96 hours suspensions in sodium 
chloride solution containing 20 billion streptococci 
per milliliter isolated in studies of incorrigible 
prisoners. The specificity of the suspensions had 
been preserved by partial dehydration in dense 
1000 billion per milliliter suspension of glycerin, 2 
parts, and saturated sodium chloride solution, 1 
part, and by diluting the bacteria-free supernatant 
liquid with an equal volume of isotonic sodium 
chloride solution containing 0.4 per cent phenol.’ 
Control antibody solutions also injected were simi- 
larly prepared from streptococci isolated in studies 
of persons with chronic encephalitis and arthritis, 
respiratory infection, ulcer of the stomach and 
from well persons. The solution of antigen for 
detection of antibody in skin or blood on intra- 
dermal injection consisted of the bacteria-tree 
supernatant liquid of sodium chloride solution 
suspensions containing 10 billion streptococci per 
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milliliter which were heated at 70° C. for one hour 
and to which 0.2 per cent phenol was then added. 
Solutions of antibody having high specific ag- 
glutinative titers and especially suitable for thera- 

utic injection were prepared by autoclaving 
sodium chloride solution suspensions containing 
10 billion streptococci per milliliter for three hours 
after adding 1.5 per cent hydrogen peroxide and 
bringing the pH to 6.5 and then adding 0.2 per 
cent phenol as a preservative.’ 

Three hundredths milliliter of the solutions of 
specific and control antibodies and of antigen were 
injected intradermally in rapid succession 4 cm. 
apart in two rows into the skin of the volar aspect 
of the forearm.® Routinely 2 solutions of specific 
“incorrigible” streptococcal thermal antibody and 
usually 4 control solutions were injected. 

Our studies extended over a period of three 
years on nine groups of prisoners at the Ohio 
Penitentiary, one group at the Reformatory for 
Women and one group at the London Prison 
Farm.* Three groups were tested in winter, four 
groups in spring and one in summer. The studies 
were made on a wide range of types of prisoners as 
regards age, duration of incarceration, degree of 
offense, whether working or not and especially as 
regards behavior; these types ranged from the most 
incorrigible, violent and highly nervous states in- 
cluding the criminally insane to corrigible attend- 
ants and nurses, new guards and normal controls 
from the general population. Eight different solu- 
tions of thermal antibody were prepared from a 
mixture of 4 to 10 strains of streptococci isolated 
from the nasopharynx of highly incorrigible prison- 
ers, representing the streptococci isolated from the 
blood and. 1 or 2 control solutions. 


RESULTS OF CULTURES 


Pure cultures of nonhemolytic streptococci were 
obtained from the blood in only 3 of 68 incorrigible 
prisoners whose blood was cultured. Each of the 
3 was very incorrigible and cutaneous tests were 
unusually pronounced at the time the blood was 
drawn. Cultures of washings of nasopharyngeal 
swabbings on blood agar uniformly yielded a great 
preponderance of indifferent or green-producing 
colonies of streptococci and only occasionally a few 
colonies of hemolytic or beta streptococci. Micro- 
coccus catarrhalis and gram-positive micrococci 
grew in relatively small numbers in most instances. 
Gas-producing gram-negative bacilli grew in only 
a few instances. Gram-safranine-stained films of 
growths in dextrose-brain broth or soft agar in the 
primary dilution of 10° uniformly yielded a great 
preponderance of short-chained streptococci in pure 


*We are indebted to Mr. Frank Henderson, retired, and to Warden 
R. W. Alvis of the Ohio Penitentiary, Columbus, Ohio, to Mrs. 
Marguerite Reilly, Supt., Reformatory for Women, Marysville, Ohio, 
and to Mr. W. F. Amrine, Supt., London Prison Farm, London, 
Ohio, for the privilege of making these studies. 
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culture or admixed with gram-positive micrococci. 

In higher serial dilutions pure cultures of strep- 
tococci were nearly always obtained. Only rarely 
were micrococci resembling staphylococci obtained 
in high dilution. Platings on blood agar from the 
end point of growth of serial dilution cultures 
uniformly yielded nonhemolytic or green-producing 
streptococci and never beta type hemolytic strep- 
tococci. The streptococci for the inoculation of ani- 
mals, for the preparation of thermal antibody and 
antigen and for agglutination tests were obtained 
from the end point of growth of serial dilution 
cultures in dextrose-brain broth and not from pri- 
mary isolations on blood agar. The number of 
streptococci as indicated in the material cultured 
by serial dilutions was always far greater than as 
indicated in stained films and colonies on blood- 
agar plates, due in part to differential adhesion to 
the surfaces of the pipet and in part to other still 
obscure factors. 


EXPERIMENTS IN MICE 


| byes cultures of the streptococcus in the first 
subculture from the end point of growth in 
serial dilution cultures in dextrose-brain broth 
from the saline washings of the nasopharyngeal 
swabbings of 30 highly incorrigible prisoners were 
inoculated into a total of 65 mice. Of these, 17 
were inoculated intraperitoneally with 1.2 ml. All 
of these died in from one to four days without 
noteworthy symptoms referable to the nervous 
system. Eight mice were inoculated intranasally 
with 0.6 ml. while under ether anesthesia with 
negative results. Seven mice were injected intrave- 
nously with 1 ml. of the culture; of these 7 mice, 
1 died in 24 hours and 6 were well the day after 
injection, when they were etherized to death. The 
streptococcus was isolated from the brain in 5 of 
the 7 mice and from the blood in only 2. Thirty- 
three mice were inoculated intracerebrally while 
under ether anesthesia with .03 ml. of a 10:1 sus- 
pension in saline of the streptococcus from the 
dextrose-brain broth culture from 24 incorrigible 
prisoners. Nine of these remained well. Twenty- 
two mice died in two to five days and 2 were 
etherized to death in five days. Symptoms referable 
to the central nervous system developed in 24 of 
the 33 mice injected intracerebrally. 

The manifestations following cerebral inocula- 
tion consisted chiefly of varying degrees of restless- 
ness, severe tremors often associated with mild 
to severe spasms, increased respiration and hyper- 
irritability without undue weakness or paralysis of 
extremities. Symptoms were unusually marked 
follov.:ng inoculation of the streptococcus obtained 
from 1o highly nervous prisoners in whom the 
cutaneous reactions to intradermal injection of the 
“incorrigible” thermal antibody were especially 
large and intense. Two of these prisoners had com- 
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TABLE 1 


EryTHEMATOUS REACTIONS IN PRISONERS IN PENITENTIARIES TO INTRADERMAL INJECTION OF THERMAL ANTIBODY PREPARED FROM STREPTOCOCC! IsoLatep 
FROM THE NASOPHARYNX OF INCORRIGIBLE PRISONERS AND FROM Persons HaAviNG CHRONIC ENCEPHALITIS, SCHIZOPHRENIA OR ARTHRITIS REsvectivery 


ERYTHEMATOUS REACTIONS TO INTRADERMAL INJECTION OF THERMAL ANTIBODY PREPARED 


FROM STREPTOCOCCI ISOLATED FROM NASOPHARYNX OF 


Incorrigible prisoners A Schizophrenics Arthritics 

PERSONS 
ROU: 
GROUPS vasren Per cent Per cent Per cent Per cent | Per cent 

5 sq. 5 sq- 5 sq- 5 sq. 5 

Sq. cm. en. Sq. cm. Sq. cm. Sq. cm. Sq. cm 
more more 
2180 or 2942 2369 


$ Soon after admission 13.02 97 10.50 80 : 7.90 60 4.84 57 1.85 
2 Males, Ohio | U"4¢r steat nervous tension 37 | 16.33 | 100 | 11.93 76 12.02 81 8.22 76 1.64 

= Criminally insane 14 9.50 73 9.57 73 9-40 68 14.41| 100 3.35 
5 Incarcerated for from 5 months 137 12.17 89 9.04 70 4:79 48 5-71 54 1.52 
10 years - 

= |Females 23 9.42 83 6.47 74 3:17 57 1.33 39 2.16 


gs Stee sundaly Ohio Penitentiary 105 7.53 46 6.51 35 2.84 32 2.66 29 1.52 
Mervous 
£3 19 7.55 63 8.25 68 5.20 44 2.01 
London State Farm 
SiHighly 
8 | 12.95| 88 8.76 | 88 596 | 75 | 27 


New guards (2 to 4 weeks), Ohio Penitentiary 4.40 


54 


Schizophrenics, Longview State Hospital 


78 


Control weil persons of comparable age 


34 


*Reformatory for Women, Marysville, Ohio. 


mitted murder a short time before, 2 were so- 
called habitual criminals and 6 were highly nervous 
soon after incarceration in the Ohio Penitentiary. 

Well marked changes in behavior developed in 
14 of the 24 mice. These consisted of severe tremors 
and excitation, hyperirritability, dashing about 
wildly, jumping up at the wall of the cage at 
repeated intervals, burying the head in bedding 
on the floor or under other mice and dashing over 
the huddle of more normal mice. Others walked 
slowly about in a dazed manner. Six died in violent 
generalized tremors and clonic spasms. Flaccid 
paralysis did not occur in any. Severe congestion 
of the meninges and cerebral cortex and small 
hemorrhages in the brain were found in 16 of the 
mice that died. Suppurative meningitis and ab- 
scess of the brain at the site of injection and lesions 
of the lungs were not observed. The streptococcus 
was isolated from the brain after death. 


RESULTS OF CUTANEOUS TESTS 


The average sizes in square centimeters of the 
erythematous reactions that occurred almost im- 
mediately following intradermal injection of ther- 
mal antibody in the different groups tested are 
summarized in Table 1. It will be noted that the 
average size and percentage of reactions 5 sq. cm. 
or more were greatest at the site of injection of the 
2 specific “incorrigible” streptococcal thermal anti- 


bodies, directly proportional to the degree of “in- 
corrigibility” and greater in male prisoners at the 
Ohio Penitentiary at Columbus, Ohio, than in 
females at the Reformatory for Women, Marys- 
ville, Ohio. Reactions were inversely proportional 
to the duration of incarceration in the men studied 
at the London Prison Farm. 


nN the criminally insane, reactions were most 

marked to the thermal antibody prepared from 
streptococci isolated in studies of schizophrenia. 
Reactions to “incorrigible” antibody were far less 
in the control groups—new guards at the Ohio 
Penitentiary and well persons of comparable age 
from the general population—than in prisoners. 
The reactions to antibody prepared from strepto- 
cocci isolated in studies of chronic encephalitis and 
schizophrenia were also minimal. Reactions to the 
“chronic encephalitic” streptococcal thermal anti- 
body in prisoners were next greatest and some- 
what less to the “schizophrenic” antibody. In both 
of these the reactions were also roughly propor- 
tional to the degree of incorrigibility. Reactions 
were wholly absent or minimal to antibody pre- 
pared from streptococci isolated in studies of arthri- 
tis and bore no relation to incorrigibility. 

The results of cutaneous tests following injec- 
tion of thermal antibody indicating specific anti- 
gen and of antigen indicating antibody in skin or 


426 
— 
at 
| 
12 
| 
18 
} 
16 
V 
| 
3.32 38 2.63 38 1.68 15 1.28 | 
46 | 84s | | | 13.07) 83 | 207 | 
a ee 87 | 3-84 = 4.23 46 4.25 33 2.17 23 
= 


Studies on Streptococcal Infections: Rosenow 427 


TABLE 2 


Cutaneous REACTIONS TO INTRADERMAL INJECTION OF THERMAL ANTIBODY AND OF ANTIGEN PREPARED FROM STREPTOCOCCI ISOLATED FROM THE 
NASOPHARYNX OF INCORRIGIBLE PRISONERS IN RELATION TO DURATION OF INCARCERATION AND CORRIGIBILITY 


TIME OF 


GROUPS 
STUDY 


PERSONS 
ESTED 


ERYTHEMATOUS REACTIONS (so. cM.) TO INTRADERMAL INJECTION 
OF THERMAL ANTIBODY AND OF ANTIGEN PREPARED FROM 
STREPTOCOCCI ISOLATED IN STUDIES OF 


Schizo- 
phrenics 


Antibody 


Chronic 


encephalitics Arthrities 


Incorrigible prisoners 


Antibody* Antigen* 


2942 8754 


15.06 6.32 


Soon after admission 


Incerrigible prisoners, Ohio 


16.03 5.96 


Penitentiary 


a 


11.24 


Long after 


10.42 


. Under nervous tension 
Prisoners, London Prison 


12.95 


1950 
Farm 95 


Relaxed and corrigible 


7.55 


Well persons from the general population 1950 


| 5-49 . 


*Reactions following intradermal injection of antibody and of antigen are taken to indicate specific streptococcal antigen and antibody respec- 
tively in skin or blood and hence a corresponding type ef streptococcal infection in throat or other atria of infection. 


blood are summarized in Table 2. It will be seen 
that reactions to antibody indicating specific strep- 
tococcal antigen were greatest soon after incarcera- 
tion, were directly proportional to the emotional 
tension, and diminished with duration of incar- 
ceration as nervous tension diminished. Reactions 
to antigen indicating streptococcal antibody were 
inversely proportional to the reactions indicating 
antigen except in the case of unduly prolonged in- 
carceration and great diminution of reactions to 
antibody indicating antigen. Reactions to the 
“chronic encephalitic” and “schizophrenic” ther- 
mal antibodies with few exceptions diminished 
with the duration of incarceration, but were sig- 
nificantly greater than those which occurred in 
control well persons. Reactions to the arthritis anti- 
body were minimal. 


? Table 3 are summarized results of repeated 
cutaneous tests to thermal antibody made in 
a group of incorrigible prisoners. It will be noted 
that reactions were proportional to the emotional 
state at the time the tests were made. A striking 
parallel diminution of reaction to the incorrigible 
antibody and to a lesser degree to the “chronic 
encephalitic” antibody occurred as nervous tension 
and abnormal behavior diminished and, to a lesser 
degree, with duration of incarceration. Seven 
Prisoners were tested twice with 2 “incorrigible” 
antibody solutions, once while under great nervous 
tension soon after admission to the Ohio Peniten- 
tary, and again when less nervous after from five 
months to two years at the Prison Farm. In 6 of 

prisoners, reactions were significantly larger 


in the first test than in the second and in 1, the 
reactions were comparable. 


RELATION OF “INCORRIGIBLE” ANTIBODY REACTIONS 
TO CRIME AND INTERCURRENT DISEASES 


Figure 1 depicts graphically the results of cuta- 
neous tests made weekly for 11 months in 1947 in 
611 prisoners within 10 days after their admission 
to the Ohio Penitentiary in relation to the inci- 
dence of crime in the United States in 1947 accord- 
ing to the Federal Bureau of Investigation. These 
tests were made objectively by a trained laboratory 
technician who had no knowledge of the nature of 
the crimes committed nor of the source of the 
materials injected intradermally. With few excep- 
tions, a striking parallelism occurred between the 
average size in square centimeters of cutaneous 
reactions following injection of the “incorrigible” 
antibody and the percentage incidence of crimes 
according to months. The cutaneous reactions in 
prisoners tested were especially large and the per- 
centage incidence of crime was high during March, 
April, May, June, August, September and October, 
with a sharp drop in both during July. Moreover, 
there was a similar although less marked parallel- 
ism in the size of reactions following injection of 
the “neurotropic” antibody prepared from strep- 
tococci isolated in studies of chronic encephalitis 
and the incidence of crime by months. The curves 
of incidence of crime and reactions to the antibody 
prepared from streptococci isolated in studies of 
respiratory infection ran closely parallel only dur- 
ing December, January and February. The reac- 
tions to the “arthritis” antibody were minimal 
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TABLE 3 


EryTHEMATOUS REACTIONS OF PRISONERS TO REPEATED INTRADERMAL INJECTION OF THERMAL ANTIBODY INDICATING SPECIFIC STREPTOCOCCAL ANTIGEN 
SKIN oR BLoop 1N RELATION To THE DEGREE OF INCORRIGIBILITY OR NERVOUS TENSION AND DuRATION OF INCARCERATION 


IN 


ERYTHEMATOUS REACTIONS (se. cM.) TO INTRADERMAL INJECTION OF THERMAL 


ANTIBODY PREPARED FROM STREPTOCOCCI ISOLATED FROM 
THE NASOPHARYNX OF 


= 
2 CONDITION AT TIMES OF TESTS IN’ 
2 N AT TI CONTROL PERSONS HAVING 
9 2 | eee Encephalitis | Schizophrenia | Arthritis 
| 
| 2180 | 236 | 8754 | 2063 | 
10 days after committing murder. Badly infected | 
12-19-46 tonsils, under great nervous tension 19.64 


2-11-47 Still very nervous 


19.64 19.64 4-91 1.77 


3-6-47 Less nervous but still tense 


12.57 12.57 3-14 3-14 0 


6-10-48 4 hours after tonsillectomy. Much less nervous 


Kept in locked cell. Psychiatric range, 244 
months 


10-14-50 


Extremely violent and excitable. Cuts and bruises 
on hands 


2-11-47 


3-6-47 Less violent and excitable 


6-25-47 Not violent, corrigible and quite relaxed 


Again incorrigible and nervous for no apparent 
reason, but not violent 


6-10-48 


12-19-46 Under severe nervous tension 
A. 


2-12-47 Under severe nervous tension 


8-5-47 Under moderate nervous tension 


Under 


moderate nervous tension 


Under 


moderate nervous tension 


Under moderate nervous tension 


Under 


less nervous tension 


Under severe nervous tension 


Under 


severe nervous tension 


throughout and bore no relation to the incidence 
of crime. 

Since a seasonal correlation was found for 1947 
between the incidence of crime in the United States 
and the average size of reactions to the “incor- 
rigible” and to a lesser degree to the neurotropic 
thermal antibody in prisoners tested weekly on 
admission to the Ohio Penitentiary for 11 months 
(Figure 1), being larger in winter months than 
in summer—especially in July, the average size 
of reactions to the “incorrigible” antibody in the 
groups tested by the senior author was likewise 
determined according to season. A similar change 
in reactions was observed. Thus, the average size 
and percentage of reactions 5 sq. cm. or more 
in 69 prisoners tested in winter were found to 
be 12.93 sq. cm. and 96 per cent, respectively. In 
16 prisoners tested in spring, they were 12.11 sq. 
cm. and 88 per cent. In 82 prisoners tested in 
summer, they were 10.20 sq. cm. and 66 per cent, 
respectively. 


bh relationship between the size of reactions to 
the “neurotropic” and “incorrigible” anti- 
bodies in prisoners and the incidence of crime ac- 
cording to season, shown graphically in Figure 1, 
was further indicated by the admissions to the Ohio 
Penitentiary for the years 1945 through 1949. Ad- 
missions were significantly less during summer for 
each of the five years than during autumn, win- 
ter and spring. The total number of prisoners ad- 
mitted for the five years was 3,995. Ot these, 1,039 
(26 per cent) were admitted in winter, 1,056 (27 
per cent) in spring, 802 (20 per cent) in summer 
and 1,098 (27 per cent) in autumn. 

In regard to specific types of streptococci, the 
cutaneous reaction to “incorrigible” antibody was 
not apparently different in prisoners having symp- 
toms of upper respiratory infection, ulcer of the 
stomach or arthritis, respectively, than in compara- 
able prisoners who did not have such symptoms. 
Reactions to thermal antibody prepared from strep- 
tococci isolated in studies of these respective dis- 


|_| 
5 
a 
9.62 7.07 4.91 ° 
3.14 3.14 7.07 3.14 3.14 
| 
aa g 19.64 19.64 19.64 7.07 3.14 
6-25-47 15.90 15.90 9.62 3.14 | 
8-5-47 12.57 19.64 19.64 9.62 | 0.79 
6-25-48 7.07 7.07 7.07 7.07 | 
2-12-47 15.90 15.90 9.62 3.14 | 1.77 
8-5-47 12.57 19.64 19.64 9.62 0.79 
k; 
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% 5 
Incidence of crime ap = 
in percent o—o Wy 
10] 10 
Cutaneous reactions to thermal | 9 9 
antibody (sq. cm.) prepared 8| 8 
from streptococci isolated in 
studies of 7) 7 
6] 6 
Incorrigible prisoners 5/5 
Chronic encephalitis 41 4 
Respiratory infections @—@ | 3 
Infectious arthritis 2 1 
Prisoners soon after admission (611) 33 43 66 70 69 63 60 | 46 | 54 58 49 
Average age 35 33 36 33 34 33 34 | 33 32 33 32 
Time, years, 1946-47, months Dec | Jan | Feb | Mar | Apr | May] Jun | Jul | Aug | Sep | Oct | Nov 
Crimes by months, USA total 4022 * | 324 | 398 | 360 | 376 | 370 | 335 | 243 | 184 | 272 | 436 | 315 


FicuRE 1. Erythematous cutaneous reactions in square centimeters, in prisoners on admission to the Ohio Peniten- 


tiary, to intradermal injection of thermal antibody prepared from streptococci isolated in studies of incorrigible 
prisoners, chronic encephalitis, respiratory infections and infectious arthritis and the incidence of crime by months 


in the United States, 1947. 


eases were uniformly highly specific. In tests made 
reasonably soon after the crime had been com- 
mitted, the reaction to “incorrigible” antibody was 
found proportional to the enormity of the offense; 
this, however, was not demonstrable after long in- 
carceration. 


EFFECT OF THERAPEUTIC INJECTION OF 
“INCORRIGIBLE” STREPTOCOCCAL ANTIBODY 


= effect of subcutaneous therapeutic injection 
of thermal antibody prepared with hydrogen 
peroxide and heat’ from streptococci isolated from 
highly “incorrigible” prisoners on the cutaneous 
reactions indicating respectively antigen and anti- 
body in skin or blood and on the agglutinative titer 
of the serums of 5 persons receiving 3 ml. of anti- 
body from 2 billion streptococci per milliliter, in 
contrast to 4 control persons receiving 3 ml. of 
sodium chloride solution, are summarized in Table 
4. A significant drop in antigen and rise in anti- 
body in skin or blood occurred in 4 of the 5 
prisoners in 24 hours and a concomitant significant 
increase in agglutinative titer of the serums for 2 
pools of suspensions of streptococci isolated in 
studies of incorrigible prisoners occurred in each 
of the 5 persons receiving the antibody. No change 
occurred in cutaneous reaction and agglutinative 
titer of the serum in the 4 controls receiving sodium 
chloride solution. In 2 of the 5 prisoners receiving 
antibody, a decided increase in agglutinative titer 
for “neurotropic” streptococci occurred and in 4 an 


increase of agglutinins for “schizophrenic” strep- 
tococci also occurred, and no significant change in 
titer occurred for streptococci isolated in studies 
of respiratory infection and arthritis. The small 
amount of antibody and antigen injected in mak- 
ing the diagnostic cutaneous tests in this and other 
studies has been shown previously not to alter the 
reactions to subsequent cutaneous tests nor to cause 
an increase in agglutinative titer of the serum. 


AGGLUTINATIVE TESTS 


The results of agglutination experiments with 
the serums of incorrigible and corrigible prisoners 
and the serums of persons having schizophrenia, 
hypertension, arthritis, poliomyelitis and __polio- 
myelitis contacts and the respective specific types 
of streptococci are summarized in Table 5. The 
degree of agglutination in the 4 fivefold dilutions 
was recorded according to the arbitrary scale of 
o to 4 plus. In order that the values of the large 
number of tests can be readily compared, the 
average degree of agglutination is given in per- 
centage of the total possible. A 4 plus agglutina- 
tion for each of the 4 dilutions equals 16/16 or 
100 per cent, a total of g plus equals 9/16 or 56 per 
cent, etc. It will be seen (1) that the percentage 
incidence of agglutination of streptococci isolated 
from incorrigible prisoners by the serums of in- 
corrigible and corrigible prisoners was fairly com- 
parable and was much higher than for streptococci 
isolated in studies of schizophrenia, hypertension, 
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TABLE 4 


Speciric DIMINUTION OF ANTIGEN AND INCREASE OF ANTIBODY IN SKIN OR BLOOD AND Specific AGGLUTINATIVE TITER OF THE SERUM OF PRisoNERs 
Tuat Recetveo Suscutaneous INJECTION OF THERMAL ANTIBODY 


TIME OF 


TOTAL POSSIBLE PER CENT AGGLUTINATIVE TITER AT 4 FIVEFOLD 


CUTANEOUS TESTS 


DILUTIONS (1:10 TO 1:1,250) OF THE RESPECTIVE SERUMS 
FOR STREPTOCOCCI ISOLATED IN STUDIES OF 


LABORA- | INDICATING 
TREATMENT, SUBCUTANEOUS a ou STREPTOCOCCAL CONTROLS HAVING 
INJECTION OF INCORRIGIBLE 
oF Chronic | Respira- 
AGGLUTINA- . PRISONERS 
| PRISONERS onan Antigen | Antibody as encepha- =. tory Arthriti 
| vesvs litis | infection | 


in sq. cm. 4179 | 2942 8754 | 3806 3823 | 3761 


Be 19.64 


35 


ae 7.07 


7.07 88 75 31 25 19 13 


19.64 


12.57 


19.64 


Solutions of specific streptococcal 


4 | 
thermal antibody |} 4134 


NaCl solution (control) 


4138 


B® just before, and A* 2; 


arthritis, poliomyelitis and poliomyelitis contacts, 
and (2) that the percentage incidence of agglutina- 
tion by the respective control serums for the homo- 
logous streptococci was far greater than for the 
distantly or unrelated streptococci. 


COMMENTS AND SUMMARY 


and serologic study made by 
special methods on incorrigible and corrigible 
prisoners, the isolation of a nonhemolytic strep- 
tococcus from nasopharynx in high incidence and 
from the blood in low incidence, and the results 
of inoculation of mice with the streptococcus and 
of intradermal injection of streptococcal thermal 
antibody and of antigen and the agglutinative 
titer of the serums of incarcerated prisoners for 
the streptococcus are reported. 

The streptococcus isolated, while morphological- 
ly and culturally similar to streptococci present nor- 
mally in nasopharynx of well persons and persons 


: hours after subcutaneous injection of 3 ml. “‘incorrigible’’ streptococcal thermal antibody or of control sodium chloride 
solution. 


having other diseases, was found to possess certain 
specific properties. On isolation from the end point 
of growth of serial dilution cultures in dextrose- 
brain broth it tended to localize in the brain of 
mice on intravenous injection. On cerebral inocula- 
tion it produced in significant incidence changes 
in behavior which in some respects simulated 
those characteristic of incorrigible prisoners. 

The streptococcus was agglutinated by the serum 
of incorrigible and corrigible prisoners in far high- 
er titer than nonhemolytic streptococci isolated in 
studies of other diseases. Intradermal injection of 
thermal antibody and of antigen prepared from 
the streptococcus served as a measure of specific 
streptococcal antigen and antibody respectively in 
skin or blood and hence a corresponding strep- 
tococcal infection in throat or elsewhere. 

In general, the reactions to injection of antibody, 
if made not too long after commitment of the 
offense or incarceration, were directly proportional 
and to antigen inversely proportional to the enor- 


| [__=— 
B 3.14 | 69 69 31 31 31 | 13 
| A r | 4.91 75 | 81 31 50 31 | 31 
| a 3.77 75 31 25 | 25 13 | 13 
| A 7.07 | 12.57 | 81 | | | 6 
B | 15.90 4-91 88 | 44 56 | 19 } 38 | 19 
| A 4.91 | 12.57 94 | «69 56 | 
B 19.64 3-14 | 56 56 | 31 | 50 | 19 
19.62 9.62 | ss; 63 | | « | 19 
B | 19.64 3-14 | 7S 63 31 } 25 | 19 
Bi A 19.64 | 4-91 75 | 44 | 25 25 25 19 
B 12.57 | 4.91 81 88 | 44 25 | 31 0 
| A 19.64 | 3.14 | 81 | 69 | 44 | 13 | 31 | 13 
‘ A | 19.64 | 1.77 | 75 | 56 31 | 13 25 | 19 
| B 15.90 | 49: | 6 | so | gt | o | 25 0 
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TABLE 5 


AGGLUTINATIVE TrTER OF THE SeRUMs OF INCORRIGIBLE AND CorRiGIBLE PRisoNERS AND OF CONTROL PERSONS FOR THE 
Respective anp ConTrot 


NUMBER OF | 
| PERSONS WHOSE| 


| PERCENTAGE OF TOTAL POSSIBLE AGGLUTINATION AT 4 FIVEFOLD DILUTIONS OF 1:10 TO 1:1,250 
OF THE SERUMS OF INCORRIGIBLE AND CORRIGIBLE PRISONERS FOR STREPTOCOCCI 


ISOLATED IN STUDIES RESPECTIVELY OF 


SOURCE OF SFRUMS 


USED IN | 
} AGGLUTINATIVE 
| TESTS | 
| 


INCORRIGIBLE 
PRISONERS 


CONTROL PERSONS HAVING 


| Schizophrenia | Hypertension | Arthritis | Poliomyelitis 


(13-5)* 


G43) | (10-2) | (263) | (a7) 


35 


51 24 | 26 


Incorrigible prisoners | | 39 


61 28 


70 


68 } 32 


Corrigible prisoners, Ohio Penitentiary 


32 | 31 


Corrigible prisoners, London State Farm 


24 


Schizophrenics 


Hypertensives 


Poliomyelitics 


| 


Poliomyelitic controls. Well persons in | 


epidemic zone | 


Sd 


*Numerals in parentheses indicate the number of strains and pools of 


respective serums. 


mity of the crime and to the degree of nervous 
tension. Reactions to antigen indicating antibody 
increased for a time as reactions to antibody dimin- 
ished; on prolonged incarceration as nervous ten- 
sion subsided both reactions diminished. However, 
reactions to antibody indicating antigen almost 
never became normal even after prolonged in- 
carceration. On return of incorrigibility and nerv- 
ous tension or recommitment of crime, reactions 
to antibody again became maximal. Moreover, re- 
actions to antibody in prisoners were greater in 
winter than in summer, paralleling the seasonal 
incidence of admissions to the Ohio Penitentiary 
and the seasonal incidence of crime according 
to the Federal Bureau of Investigation. 

Reactions to the “neurotropic” and “schizo- 
phrenic” thermal antibodies prepared from strep- 
tococci isolated respectively in studies of chronic 
encephalitis and schizophrenia were also related 
to nervous tension and incorrigibility, especially the 
former, but both were less pronounced than the 
reactions to the “incorrigible” antibody prepared 
from the homologous streptococcus. Reactions to 
the “arthritic” and other control antibodies bore 
no relation to incorrigibility. 

The presence or absence of infection in teeth, 
tonsils and sinuses and the incidence of recur- 
ring respiratory infections were considered in rela- 
tion to the cutaneous tests and degree of incor- 
rigibility. While infection in teeth or tonsils and 
in sinuses was demonstrable and a history of recur- 
ring respiratory infection was obtained in some 
cases, they were absent or not clearly evident in a 


suspensions of streptococci subjected to the agglutinative action of the 


sufficient number of subjects to be considered an 
important predisposing factor. 

We were favorably impressed throughout this 
study by the excellence of the institutional care of 
this unfortunate group, by the enormity of the 
problem, by the splendid state of general health 
and nutrition of the prisoners—even of those in- 
carcerated for a long time—and by the interest and 
cooperation of the prisoners in our study made in 


their behalf. 


any facts could be cited which indicate that 
bacterial infection with resultant toxemia 

may affect the nervous system. We shall mention 
but a few that seem especially relevant. The febrile 
deliriums accompanying the infectious diseases are 
well known. The spirochete of syphilis is the re- 
sponsible agent in the behavior pattern of paresis. 
Symptoms referable to the nervous system consider- 
ed as due to chronic focal infection have been re- 
ported.'® Cerebral manifestations following acute 
rheumatic fever have been described’® even as 
“rheumatic” brain disease’* as a corollary to rheu- 
matic heart disease, and the senior author had the 
privilege of making cutaneous tests in such cases. 
The cutaneous reaction to thermal antibody 
prepared from streptococci isolated in studies of 
rheumatic fever was 15.94 sq. cm. in each of 5 per- 
sons having symptoms characteristic of rheumatic 
brain disease. In contrast, the reactions to the 
“schizophrenic” antibody was 4.91 sq. cm. in each. 
The average reaction to the “rheumatic” antibody 
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in 5 control persons of comparable age suffering 
from schizophrenia was 4.47 sq. cm. and to the 
“schizophrenic” antibody 17.19 sq. cm. 

The studies reported previously in Sydenham’s 
chorea,® epidemic hiccup,!® spasmodic torticollis,! 
respiratory arrhythmia,’* persistent sneezing and 
convulsion,'* idiopathic epilepsy and schizophre- 
nia’ and those summarized herein—all conditions 
characterized by distinctive abnormal behavior pat- 
terns—are in accord with the thesis that bacterial 
infection or intoxication may cause changes in 
behavior referable to the central nervous system. 
But these studies go a step farther, for they indi- 
cate that the infections and consequent intoxica- 
tions are due to respective highly specific but 
closely related types of nonhemolytic streptococci. 

The data adduced are tentatively considered to 
indicate (1) that incorrigibility, morbid compul- 
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GENERAL PRACTICE 


To provide the general practitioner, as well as the 
specialist, with concise, readily available information 


eview 


on the latest, proved methods of treatment of condi- 
tions commonly encountered in an average practice, 
PostcrapuaTe MeEpIcINE offers this department to its 
readers. It is not, of course, intended to present these 
discussions as the only acceptable therapeutic proce- 
dures to be used, but rather to offer simple regimens 
and recommendations based on the extensive experi- 


Congestive Heart Failure 


E treatment of 
congestive heart 
failure is often re- 


garded as a routine pro- 
cedure.’ The truth is 
that management of the 
syndrome is a_ highly 
individualized matter 
which depends, among 
other things, on the pa- 
tient himself, the par- 
ticular cardiac disease 
from which he suffers, 
and the special and variable circumstances which 
precipitated the failure. The methods used in 
combating it are, to be sure, quite standard— 
rest, digitalis, diuretics and restriction of sodium 
in the diet. But to use these methods in a fixed 
way for all patients with heart failure may give 
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an avoidably poor therapeutic result. It is the 
purpose of this article to enumerate some of the 
common difficulties encountered in the manage- 
ment of congestive heart failure when the ther- 
apy is not adequately individualized. 


REST 


“Rest” is subject to many interpretations. To 
some physicians it means continuation of all 
moderate activity with perhaps an additional 
hour or two in bed at night or at midday; to 
others it means complete rest in bed with almost 
no movement of the body whatsoever. Further, 
a certain amount of confusion has resulted from 
several articles? * on the abuse of rest in the 
treatment of heart failure which have been mis- 
interpreted as meaning that rest is a harmful 
thing to be avoided at all costs. 

There is no alternative but to put the patient 
with severe congestive heart failure at rest, usu- 


re 
ie 
le 
al 
d 
a 
y 
t- 
>. 
ls 
m 
of 
as 
t. 
5. 
y 
4 


434 Postgraduate Medicine 


ally in bed. This is done in order to achieve 
principally two things: to reduce the metabolic 
needs of the body to a minimum and to aug- 
ment the flow of blood through the kidneys to a 
maximum. During the first 24 hours in bed— 
and sometimes for longer periods—such patients 
may occasionally get worse, with an exaggera- 
tion of their symptoms due to the mobilization 
of fluid from the extracellular space of the lower 
parts of the body.® They must be given the ad- 
vantage of gravity to keep this fluid away from 
the critical area, the lungs. This can be accom- 
plished by slight elevation of the head of the 
bed with the aid of blocks, as well as with the 
back-up position of the Gatch bed. In extreme 
circumstances it may be necessary for the patient 
to remain in a chair with the extremities well 
below the general body level, and rarely one 
sees a patient who, during paroxysms of dysp- 
nea, insists on standing, with the trunk bent 
forward. In general, patients in chronic failure 
requiring the “chair treatment’ have far ad- 
vanced disease and not too much can be accom- 
plished for them therapeutically. 

The obvious hazards of rest in bed—namely, 
thromboembolism, negative calcium and _nitro- 
gen balance, massive collapse of the lung, ¢on- 
stipation, urinary retention and the like—may 
be overcome in large part by good nursing care 
with frequent passive exercises and massage to 
the lower extremities, deep breathing exercises 
when the condition of the patient permits, and 
anticoagulants if facilities exist for their con- 
trolled administration. 

Decisions as to the amount of absolute bed 
rest, the use of a commode or nearby bathroom 
instead of a bedpan, and engagement in other 
activity require judgment and frequently simple 
trial and error. If the act of getting on a com- 
mode or taking a few steps to a bathroom 
precipitates pulmonary edema, clearly these ac- 
tivities must be eliminated. 

Some details of rest for the very sick patient 
are often overlooked. For example, an over- 
zealous family or wife can cause untold mental 
and physical wear on a patient with repeated 
questioning about the details of his illness in- 
cluding its probable cost. Under such circum- 
stances all visitors should be prohibited for a 
period as long as the physician regards as neces- 
sary. Many patients, especially. executives, de- 
mand that a telephone be near the bedside. 
Long business conversations can often do a 
great deal of harm. The telephone must be re- 


moved or shut off, at least during the first few 
days of the illness. 

There is a tendency in some quarters to avoic 
the use of opiates because of reported advers: 
effects of such drugs—such as the antidiuretic 
action and the sudden death sometimes seen in 
the congestive failure of chronic cor pulmonale. 
Without going into pharmacologic details, it 
can be categorically stated that there is no drug 
superior to morphine or its immediate relatives 
for the treatment of heart failure with the one 
exception noted. Probably the euphoria the 
drug gives to the patient is as important as any 
of its other effects, and this action is most desir- 
able in a patient who is justifiably frightened by 
distressing dyspnea. Whatever antidiuretic effect 
morphine may possess is clinically insignificant 
compared to its almost specific action on the 
dyspnea of heart failure. 

It is rarely necessary to continue morphine 
for more than 48 hours. If needed longer in 
severe chronic failure, it is best given in the 
evening or at night in order to avoid the annoy- 
ing constipation and distention which will ac- 
company its continued use. During the day 
sedation should not be neglected and for this 
purpose phenobarbital is an old, usually satis- 
factory, standby. At night, chloral hydrate or 
one of the barbiturates may be used. Such seda- 
tion is regarded by some as harmful because of 
the physical inactivity, stasis in the lungs and 
veins and atelectasis to which it predisposes. 
A well informed nurse can do much to eliminate 
these undesirable complications. 


DIGITALIS 


A physician who has not made an intensive 
study of this field of pharmacology must truly 
be confused by the new digitalis preparations, 
particularly by the claims of each investigator 
that his preparation is the best for all-around 
use.”® An important area in which the prac- 
ticing physician has been unwittingly deluded 
by investigators and manufacturers alike is in 
the matter of biologic assay. The newer crystal- 
line preparations are claimed to be superior to 
the older mixtures because the exact amount of 
active principle can be included without re- 
sorting to animal assay. Even if each tablet con- 
tains the exact dosage stated on the label, there 
still remains for the physician himself to make, 
in a sense, his own “biologic assay” on each and 
every one of his patients. This is equivalent to 


of 
| 
te 
3 
\ 


General Practice Review 435 


saying that dosage in each patient must be deter- 
mined by trial and error. The misconception 
that there is a fixed dose of a crystalline glycoside 
for all patients at present causes probably more 
difficulty in the management of congestive heart 
failure than does any other single factor.’® 

A great many preparations are available, and 
the physician is referred to recent comprehensive 
papers'''* which cover the matter of the aver- 
age initial digitalizing dose and the average 
maintenance dose for each. As is usual with 
most drugs, each of the new preparations has 
certain disadvantages as well as specific advan- 
tages. From an objective point of view, it ap- 
pears that none of the new preparations is 
sufhciently superior to a properly standardized 
(USP XIII) oral whole leaf digitalis to com- 
pletely supplant this less expensive drug in the 
management of chronic congestive heart failure. 

In progressive chronic failure there is rarely 
need for much haste in the administration of 
digitalis. Almost always the digitalis can be 
given by mouth and most safely in divided 
dosage,"* particularly to patients over 60 years 
of age. Occasionally there is need for consider- 
able haste, and under such circumstances the 
digitalization should be accomplished as quick- 
ly as possible by intravenous administration. 
The best preparations for this are ouabain, 
lanatosid C, or digoxin. Occasionally in post- 
operative patients where nothing can be taken 
by mouth, a maintenance dose of digitalis can 
be given daily by intramuscular injection. 

The error is still encountered occasionally in 
which the physician discontinues digitalis once 
the evidence of failure has cleared up. It is only 
an exceptional case of heart failure in which 
digitalis eventually may be stopped. Usually in 
these the cause of the failure is some transient 
factor such as acute myocardial infarction, active 
rheumatic carditis, hemorrhage, infection, die- 
tary insufficiency, pregnancy or tachycardia, but 
in general, once failure has occurred, the dis- 
ease responsible for it is progressive, and there 
will be need for digitalis for the remainder of 
the patient’s life. 

A commonly mishandled problem is the 
one in which the patient’s failure becomes 
worse despite increasing doses of digitalis. He 
finally seeks his bed or hospitalization and 
the first step instituted is to increase the 
dosage of digitalis further. More often than not 
this is not the correct procedure because usually 
the patient is already taking the maximum dose 


possible and indeed may be taking a toxic dose 
which is itself responsible for the progressive 
failure.’* It is always wise in such situations to 
discontinue the drug for two or three days with 
the patient at rest until adequate data are avail- 
able and there is opportunity to make frequent 
observations for purposes of orientation. In the 
meanwhile, sedation, diuretics, phlebotomy and 
oxygen may be used to control distressing symp- 
toms. If, despite these, the situation worsens 
after 48 to 72 hours, then it may be assumed 
that the dosage of digitalis is insufficient and a 
larger dose cautiously begun. The problem of 
deciding whether too little or too much digit- 
alis has been given is usually easier when there 
is auricular fibrillation since the rate offers such 
an excellent guide to dosage. When the rhythm 
is regular, the problem is very often exceedingly 


difficult. 


DIURETICS 


Of all the diuretics available, the mercurials 
are the most efficacious in the treatment of the 
hypervolemia and edema of heart failure. 

There is a tendency to give mercurial diu- 
retics immediately upon seeing the patient in 
the first attack of heart failure, and often to 
continue this drug long after it is needed. If the 
clinical condition is not one of serious propor- 
tions, the use of digitalis alone will usually give 
relief within a few hours. The matter requires 
judgment, but withholding diuretics initially is 
useful in that the response to digitalis alone is 
a helpful prognostic guide. If the failure can be 
controlled by digitalis alone, the prognosis is 
better in general than if mercurials must be 
used immediately to overcome the retention of 
salt and water. 

An unfavorable therapeutic trend has been to 
give intramuscular or intravenous mercurial 
diuretics daily, and even to continue these long 
after the drug has ceased to become effective. 
Both practices are to be deplored and may easily 
lead to mercurialism, or the low-salt syndrome."* 
A daily dose of a mercurial diuretic may be 
given at first, but it is probably unwise to con- 
tinue it for longer than three days. Thereafter 
the drug should be given as infrequently as is 
consistent with comfort of the patient. If the 
drug is ineffective with injections as frequent 
as twice a week, attempts should be made to 
potentiate its action. This may be done in two 
ways. Aminophylline 0.48 gm. may be given 
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slowly intravenously at the same time as the 
mercurial is given, and this drug repeated in- 
travenously six or eight hours later.'® The other 
method of facilitating the action of the mer- 
curial is to give ammonium chloride 1 to 2 gm. 
t.i.d. for two or three days before the injection 
of the mercurial. 

Ammonium chloride should not be given con- 
tinuously to a cardiac patient, for it has been 
demonstrated"? that after a time the kidney 
manufactures ammonium and the acidifying ac- 
tion of the drug is overcome. It is customary 
now to give it only for intervals of two or three 
days, usually just before the injection of a mer- 
curial diuretic. For the remainder of the time 
it is discontinued. 

There is a great reluctance on the part of 
many physicians to give a mercurial diuretic 
intravenously. The reason is understandable, 
for the literature contains reports of deaths oc- 
curring from the drug given by this route. 
Death does not usually result from the first in- 
jection. Further, at least one death has been 
reported as a result of the intramuscular use of 
such a diuretic.'® On the other hand, there can 
be no reason for giving a mercurial diuretic 
intramuscularly if it fails to cause a satisfactory 
diuresis. This is a common clinical situation. 
Under such circumstances the physician must 
take the obvious risk of giving it intravenously. 
It is strongly suspected that accidents will be 
avoided if the injection is given with a 26-gauge 
hypodermic needle over a five minute interval 
with generous mixing of the drug with the 
patient’s blood in the-syringe beforehand. It is 
also believed that if, on preliminary intramus- 
cular injection, adequate attention is paid to 
such evidences of impending serious reactions 
as extrasystoles, headache, fever, skin rash and 
nausea, fatal accidents with subsequent injec- 
tions can be avoided. Any of the listed mani- 
festations indicates that the drug cannot be 
given and that either a different preparation 
must be resorted to or the drug abandoned 
completely. 


SODIUM RESTRICTION 


Individualization is important in sodium re- 
striction. Many failures in therapy are attributa- 
ble to the fact that the patient is getting more 
sodium in the diet than his kidneys are able 
to eliminate. The principal foods containing 
salt—other than the salt added to cooked, can- 
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ned and preserved foods—are bread, butter an: 
milk. The simple elimination of salt-containiny 
bread from the diet may mean the difference 
between comfort and disagreeable dyspnea and 
orthopnea. During the first few days of hear 
failure, the Karrel diet consisting of 800 cc. of 
milk containing approximately 0.4 gm. of sodi- 
um is satisfactory. If a smaller amount o! 
sodium is desirable, salt-free milk (LonaLac 
formula) may be substituted, although patients 
in general do not care for this as much as for 
milk itself. 

At the other extreme, it is often found that 
sodium is being restricted to a level which 
makes the patient’s diet most unpalatable when 
the need for such restriction is unnecessary. 

Electrolyte disturbances are common in the 
terminal phases of the disease or when diuretics 
and sodium restriction are energetically pur- 
sued. When possible, the blood of the patient 
with heart failure should be studied for the 
content of sodium, petassium and chlorides, and 
for the carbon dioxide-combining power. Dis- 
tinct electrolyte patterns which may be recog- 
nized are a hypochloremic alkalosis and a hypo- 
natremic acidosis, but a great variety of disturb- 
ances may be encountered, especially when the 
kidneys are involved by disease.’® Alkalosis with 
hypochloremia may be partly corrected with 
ammonium chloride, and low plasma sodium 
and chlorides with acidosis by means of intrave- 
nous hypertonic sodium chloride.’® As more at- 
tention is paid to the electrolyte disturbances in 
the blood of patients in congestive heart failure, 
it is likely that other patterns and other thera- 
pies will become apparent. 

One of the latest additions, at least to the 
investigator’s armamentarium, in the treatment 
of congestive heart failure is the cation exchange 
resin.*® These resins are already available for use 
by the physician, but it would seem unwise to 
give them to a patient for any length of time 
unless facilities are available for the repeated 
study of the plasma electrolytes. These prepara- 
tions are taken by mouth and act by absorbing 
cations such as sodium, potassium, calcium 
and magnesium. With the aid of such drugs it 
is possible for the patient to take a larger amount 
of sodium in his diet than ordinarily would be 
the case. The disadvantages of the preparations 
are that they are bulky, very often cause nausea 
and other gastrointestinal disturbances, and, as 
noted above, will remove cations other than 
sodium. 
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HE chalazion (pro- 
nounced ka-la’-ze- 
on) is not a reten- 
tion cyst of the meibo- 
mian gland but a re- 
placement of the gland 
by granulation tissue 
containing giant cells of 
the foreign body type, 
sequential to a chronic 
desquamative catarrhal 
process. The growth of 
the mass causes a con- 
densation of the surrounding tissue, thus form- 
ing a connective tissue capsule of varying thick- 
ness. The mass usually extends toward the 
conjunctival surface—the direction of least re- 
sistance—but occasionally projects toward the 
skin. In time the granulation tissue degenerates 
into jelly-like material or even into turbid 
gelatinous fluid, forming then a “meibomian 
cyst.” Chalazia occur much oftener in adults 
than in children, vary from hempseed to hazel- 
nut size, and are frequently multiple. The prog- 
ress is gradual and painless unless secondary 
infection intervenes. 

On eversion of the lid the site of the chala- 
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zion is purplish—or in late stages grayish, due 
to overlying ischemic fibrosis. Minute chalazia 
which are recognized only by touch and cause 
neither deformity nor irritation should be treat- 
ed medically for several weeks with 1 per cent 
yellow oxide of mercury. A little ointment is 
squeezed into the inferior cul-de-sac, and then 
with the lids closed the chalazion is massaged 
with the finger for a few minutes. If this is 
practiced at breakfast and lunch but not at night 
the ointment will leave the eye before excessive 
irritation results. This method is also worth 
trying in chalazia occurring in children and 
those fearful of operation. 


OPERATIVE MANAGEMENT 


Surgery, however, is generally required. This 
is usually an office operation, and the after- 
reaction is very slight. Depending on the site of 
the chalazion, the approach should be through 
the conjunctiva or the skin or intermarginal. 
After instilling pontocarne® (0.5 per cent) and 
one drop epinephrine (1:1000), complete local 
anesthesia is obtained by two injections of the 
usual 2 per cent procaine solution (containing 
epinephrine)—one_ injection subconjunctivally 
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in the retrotarsal fold just behind the border of 
the tarsal plate; the other subcutaneously around 
the chalazion deep enough to penetrate the mus- 
cular layer of the lids. 


Conjunctival approach—The ring clamp is so 
placed that the chalazion presents through the 
fenestrated blade on the conjunctival side. The 
chalazion forceps of Desmarres, Heath, Bailey 
or Guist are all excellent. A single vertical inci- 
sion with a narrow sharp scalpel (Bard-Parker 
11) is adequate. If this has been rightly placed 
protrusion of the contents should immediately 
follow. The incision should generally extend to 
within 2 mm. of the lid margin. The cavity is 
then emptied meticulously with small oblong 
curettes. For this purpose the delicate Hebra 
instruments are preferable to the clumsy, though 
commonly used, Meyhoefer design. Finally the 
walls are thoroughly scraped with a sharp, ser- 
rated curette, such as Skeele’s. The chalazion 
forceps is removed and the lid palpated. If the 
examination indicates involvement of a neigh- 
boring tarsal gland, it is similarly treated. 

After the definitive completion of the opera- 
tion, the patient is instructed to exert moderate 
pressure on the closed lid with a wad of cotton, 
and the bleeding soon stops. The lid is then 
opened, the blood clots wiped away, and the 
eye irrigated with isotonic saline. No dressing 
is required. Bacitracin ointment is instilled and 
prescribed for home use, to be followed by 
massage and cold compresses. 


Cutaneous approach—T he cutaneous approach 
is indicated when the chalazion projects close to 
the skin. The chalazion forceps is then applied 
so that the mass presents through the ring on 
the skin side. The incision is now horizontal, 
parallel to the lid margin. If the chalazion is 
cystic, the procedure just described is adequate. 
As the overlying skin is then very friable, stitch- 
ing may be omitted as the wound heals nicely 
by granulation. 

Hard fibroid chalazia which occur particu- 
larly near the canthi and those high up on the 
superior tarsus should be dissected out in the 
same manner as a sebaceous cyst, using forceps, 
small retractors, scissors and knife. After stitch- 
ing, the wound is dressed with 3 per cent aureo- 
mycin ointment and the sutures removed three 
days later. 


Intermarginal approach—The intermarginal 
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incision is most effective in dealing with chala 
zia near the lid border. The right hand grasp 
the lashes and lifts the lid from the globe whil: 
the left forefinger slides beneath with the palma: 
tip in contact with the chalazion and the let: 
thumb closes over it on the outside. With th 
lid thus held the margin of the tarsus (locate: 
just inside the gray line) is split with the Bard 
Parker 11 knife aimed at the center of the mass 
The point is rocked slightly to insure free open 
ing of the wall. As the knife is withdrawn the 
soft contents are squeezed out. The unexpressed 
contents are ladled out with tiny curettes. The 
Hotz ear spoon may be advantageously used. 
The walls of the cavity are then well scraped. 


SPECIAL PROCEDURES 


A small chalazion presenting conjunctivally 
may become lost in the edema that follows pro- 
caine infiltration of the tissues. This difficulty 
may be avoided by the following method: A 
small bit of cotton is tightly wound on an ap- 
plicator, dipped in apreNaLin® (1:1000), and 
then saturated with cocaine crystals. Adequate 
local anesthesia can be induced by rubbing the 
area of discoloration with this “cocaine mud.” 

In neglected chalazia the granulation tissue 
may spontaneously extrude through the con- 
junctiva and assume a polypoid form as a result 
of the lid movements. With simple surface anes- 
thesia the fungating mass can be snipped off 
readily with scissors curved on the flat. After 
excision the granuloma has no tendency to 
recur. 

Chalazia on the free lid border are best treated 
with diathermy. The large indifferent electrode 
is placed under the patient and a small needle 
is used as the active electrode. A current of 200 
to 300 ma. is applied for one second and repeat- 
ed two or three times with different positions 
of the needle. 

Following surgery on patients with multiple 
chalazia or with a history of repeated chalazia, 
radium after-treatment is worthy of trial. Granu- 
lation tissue, of which the chalazion consists 
essentially, is particularly radiosensitive. The 
area treated is isolated with a lead screen. A 
10 mg. placque of radium is used, filtered by 
0.1 mm. aluminum, applied for 18 minutes. 
A total of four biweekly treatments is advised. 
An alternative method is repeated massage 
effected by using a glass rod on the conjunctival 
side pressed against a finger on the skin side. 
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Pressure must extend from the upper ends of 
the glands to their mouths along the whole lid 
border. This should be continued daily as long 
as abnormal secretion is expressed. 

Chalazia recurring in an area previously oper- 
ated should be examined microscopically as 


adenocarcinoma of the meibomian gland is not 
infrequent. 

Acute infection of the meibomian gland, hor- 
deolum internum, is an entity apart from chala- 
zion. Its treatment is simply incision, hot appli- 
cations, and bacitracin ointment. 


Treatment of Essential Hypertension 


IRVINE H. PAGE AND A. C. CORCORAN* 


CLEVELAND CLINIC FOUNDATION, CLEVELAND 


proach to treatment is the establishment of 

a correct diagnosis. Unfortunately, the mis- 
conception has spread in some quarters that the 
diagnosis of essential hypertension is easily 
made. This is far from the case. True, a nurse 
or technician or a midway barker may establish 
the presence of arterial hypertension, but this 
bears the same relationship to the diagnosis of 
essential hypertension that the finding of fever 
bears to the diagnosis of pneumonia. 

Once arterial hypertension has been found, 
the physician should at once proceed to exclude 
the presence of hypertensions of known origin— 
some of them radically curable—before resort- 
ing, by exclusion, to a diagnosis of essential 
hypertension. Such a diagnosis demands ex- 
clusion of hypertensions of ascertainable origin, 
whether renal, endocrine, cardiovascular or neu- 
rogenic. It should also be supported by an ade- 
quate family history and a clinical course con- 
sistent with that of essential hypertension, 
whether simple or malignant.’ 


I is axiomatic in all disease that the first ap- 


SELECTION OF TREATMENT 


When once the diagnosis of essential hyper- 
tension is finally made, the selection of a mode 
of treatment depends in great part on the physi- 
cian’s estimate of the nature and progress of the 
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disease, the suggestions and hunches he may 
have as to a predominance in the etiologic 
mosaic of neural, endocrine, cardiovascular or 
renal factors, and the extent to which the pa- 
tient’s blood vessels in the heart, brain and kid- 
ney have already been damaged. 

1. Measures of general hygiene apply in every 
case and in some they constitute nearly all the 
treatment required by the situation. They con- 
sist of psychologic readjustment to the facts 
and inevitabilities of life, establishment of a firm 
patient-doctor relationship, provision for rest, 
physical and psychologic, correction of obesity, 
infection and discomfort and, in other words, 
a general orientation of the patient into a regi- 
men buffered from as many as possible of the 
stresses and ills the flesh is heir to. Certain pa- 
tients are helped by an understanding of their 
disease and, for those who learn best from the 
printed word, manuals are available.”-* 

2. Nearly all the advertised remedies for hy- 
pertension contain phenobarbital and in many 
of them it is the only active ingredient. This 
reflects the wide use of phenobarbital or of 
similar compounds in promoting daytime re- 
laxation. They are, however, crutches. We do 
not use them routinely, although often recom- 
mend their temporary use until the patient’s 
adjustment to his disease has reached a satis- 
factory equilibrium. Those who do not tolerate 
barbiturates sometimes find preparations con- 
taining chloral or potassium bromide useful 
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substitutes. Thiocyanate has some sedative ac- 
tion and, in combination with bromide, is some- 
times effective in dosages and serum concentra- 
tions which are not of themselves adequate (see 
below). Some few patients, whose querulous 
complaints are always several hours ahead of 
the physician’s examination and _ reassurance, 
sometimes find relief from their tension by tak- 
ing propyl thiouracil in doses of 200 mg. q.i.d. 
over a course of several weeks. 

3. Obesity is a function of the law of con- 
servation of energy. Either the caloric consump- 
tion must be decreased or the caloric output 
increased. In patients with established hyperten- 
sion some additional, noncompetitive exercise is 
undoubtedly often beneficial. But caloric re- 
striction should also be used, not so much with 
the intention of decreasing arterial pressure as 
in the conviction that excess weight puts an ad- 
ditional burden on the heart. Provision of low 
calories (1000 to 1200 C.) may be supplemented 
with d-amphetamine (5 mg. b.i.d. before the 
morning and noon meals) as a means of still- 
ing the pangs of hunger. These may also be 
quelled by preparations which, taken before 
meals, swell in the stomach and give a feeling 
of satiety. 

Some 20 to 30 per cent of patients with essen- 
tial hypertension respond to drastic restriction 
of sodium from the diet. To be effective, such 
restriction must be constant, must provide less 
than 0.5 gm. of sodium in the diet and should 
be continued for six weeks before its value can 
be judged. This restriction is perhaps most sim- 
ply obtained by the rice diet. Some patients can 
have a more varied diet in which dialyzed milk 
substitutes for much of the normal protein in- 
take. A few can be benefited by a diet contain- 
ing as much as 2.0 gm. of sodium daily, supple- 
mented with an ion-exchange resin. In any case, 
periodic checks of the urinary sodium will de- 
termine whether or not the restriction imposed 
is adequate (less than 0.5 gm. of sodium in the 
24 hour specimen). 

The usefulness of low-cholesterol and low- 
cholesterol, low-fat diets in the prevention and 
treatment of atherosclerosis is still highly con- 
troversial. The effects of such diets are sufh- 
ciently profound and sometimes disconcerting 
to the extent that it would seem well to avoid 
their use in clinical practice. 

4- Splanchnic and lumbodorsal sympathec- 
tomies continue to yield their proportion of good 
results (perhaps 30 patients out of a hundred 
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experience both subjective and objective reli: f 
and a third of these show very satisfying rem. .- 
sions). How to select those who will respond s 
a problem which remains unanswered. The 
status of sympathectomy will become muh 
more secure when, as we hope, some objective 
means of predicting the response to operation 
becomes available. Unfortunately none is now. 

Subtotal and total adrenalectomy should be 
considered wholly experimental. The results 1 
date are far from encouraging. 


DEPRESSOR DRUGS 


5. Depressor drugs continue to appear, and 
often shortly afterwards to disappear. Potassium 
thiocyanate has a rather dubious status as a de- 
pressor drug, since apart from its sedative action 
it seems to have little effect of its own on arterial 
pressure. An anti-adrenal action has been at- 
tributed to it recently. Whatever the facts may 
be, thiocyanate remains a most valuable means 
of controlling hypertensive headaches. A night 
dose of aminopyrine, alone or used in combina- 
tion with a head-up bed, should be tried first. 
But when these fail or are impractical, thio- 
cyanate often gives relief. It should by now go 
without saying that its use should be accom- 
panied by periodic checks of serum thiocyanate 
content and the patient frequently examined 
for evidences of toxicity. 

The nitrites, although depressors in their own 
right, have little or no place in the treatment of 
hypertension. 

Recently it has been discovered that sodium 
nitroprusside is an effective depressor. Its action 
is apparently quite distinct from that of the 
nitrites. Unfortunately, the cyanogen radicles of 
the nitroprusside ion are converted to thio- 
cyanate in the body, so that effective oral dosages 
of nitroprusside usually result in accumulations 
of thiocyanate in the blood with all the possible 
disadvantages this entails. It is not recommend- 
ed for routine use. 

The new, long-acting, ganglionic blocking 
agents (penta- and hexa-methonium bromides) 
have some of the effects of sympathectomy. 
They are certainly more useful than such a 
briefly acting drug as tetra-ethyl-ammonium 
chloride. However, the extensive blockade they 
impose has undesirable side effects—notably a 
gastrointestinal atony—and effective dosage 
sometimes entails the risk of bromism. 

The veratrum alkaloids have only a limited 
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usefulness. In any tolerated dosage, some pa- 
tients do not respond to them with a fall in 
blood pressure; others respond but with so close 
a margin between therapeutic and toxic dosages 
that use of these agents is impractical; still 
others respond at first, but later become some- 
what resistant to the depressor effects while 
at the same time becoming more sensitive to 
their nauseant and emetic properties. 

HYDRAZINO-PHTHALAZINE® has come into use 
only in clinical investigation. It has, from this 
aspect, many interesting properties. It is quite 
effective in lowering the blood pressure of dogs 
with experimental neurogenic hypertension and, 
in larger dosages, is also effective in experimen- 
tal renal hypertension. Results with it to date 
are promising in some patients. Schroeder has 
suggested that those patients whose hyperten- 
sion is considered to be “neurogenic” respond 
best of all. However, it is not devoid of side 
effects such as headache, nausea, pain and tin- 
gling in the face and limbs. Possibly, as with 
so many new drugs, other even more distress- 
ing complications may arise from its long con- 
tinued use. It opens up a field for study and 
investigation, but cannot be recommended for 
general use until indications and contraindica- 
tions and modes of administration are better 
established than they are now. 


BACTERIAL PYROGENS 


6. With Taylor, we have observed the effects 
of bacterial pyrogens on patients with essential 
hypertension in the malignant phase and are 
firmly convinced of the efficacy and practicality 
of such treatment in those patients who fulfill 
the criteria for such treatment. Briefly stated, 
the patient must have and must understand that 
he has hypertension in the malignant phase, 
definitely progressive and implacably lethal. He 
should have the courage to face this fact and the 
resources, moral and physical, to withstand three 
months or more of hospitalization plus the 
arduous nature of the treatment itself. He must 
have retained 50 per cent or more of normal 


renal function (urea clearance 60 per cent of 
normal or better, concentrating power 1.020 or 
greater, total maximum excretion of para-amino 
hippuric acid of 35 mg. per minute or more). 
It is at times desirable to find the response to 
sodium restriction as a preliminary measure 
and, in certain acute, fulminant cases, to pro- 
ceed at once with sympathectomy. 

All that most patients can expect from pyro- 
gen treatment is a remission of the evidences of 
malignant hypertension. Many of them are re- 
stored to active life for some years, during which 
they manifest the usual changes of severe essen- 
tial hypertension. But they are spared the rapid, 
disabling deterioration caused by malignant 
hypertension. 


PLANNING TREATMENT 


7. How then to plan treatment? In the pa- 
tient with early “neurogenic” hypertension all 
that may be required is a broad, deep, reorgani- 
zation of the hygiene of life. In established 
hypertension, low sodium dietotherapy and de- 
pressor drugs are added. Should these measures 
be ineffective and the disease progress inexora- 
bly, sympathectomy is considered in patients 
under 50 years of age, especially in those whose 
disease is most manifest as myocardial enlarge- 
ment and weakness. It is probably inadvisable 
in those who have had strokes or whose renal 
damage is far advanced. 

Early malignant hypertension is an indica- 
tion for rigorous treatment with pyrogens. The 
patient whose hypertensive vascular disease has 
advanced to the point where sympathectomy 
cannot be considered and where pyrogens would 
be inadvisable, should be treated symptomatical- 
ly and with available depressors during a pro- 
longed trial of the rice diet or similar scheme of 
sodium and protein restriction. No one recom- 
mendation fills every condition. Probably most 
patients with severe disease will be best ap- 
proached by a polyphasic scheme of treatment 
which includes as many of the current known 
medications as are practical. 
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IN GENERAL PRACTICE 


For general practitioners, in whose practice is included a 
major proportion of the medical management of infants 
and children, and for the specializing pediatrician as well, 
PostGRADUATE MeEpIcINE presents this special regular de- 
partment devoted to brief discussions by recognized 
authorities on their preferred methods of the treatment 
and management of diseases and problems of infancy and 


childhood. 


Accident Prevention and the 
General Practitioner 


GEORGE M. WHEATLEY* 


METROPOLITAN LIFE INSURANCE COMPANY, NEW YORK CITY 


other fields, no soon- 

er is one problem 
solved than another one 
appears. It seems only 
yesterday and was, in 
fact, not much more 
than 20 years ago when 
communicable diseases 
were still the leading 
cause of death at all 
ages. Today accidents 
have risen to the top in WHEATLEY 
certain age groups. 

Accidents are now the leading cause of death 
from ages 1 to 25 years, second only to heart 
disease in the broad age group of 25 to 44 years 
and fifth in the age group over 45 years. In 
1950, four and one-half times more Americans 
were killed in accidents than have been killed 
or reported missing in action so far in Korea. 
The total number of accidental injuries in the 
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United States, fatal and nonfatal, for the same 
year was about eight times the total number of 
battle casualties in World War II. These com- 
parisons point up the magnitude of the prob- 
lem and indicate that death rates tell only a 
small fraction of the story. It has been estimated 
that for every fatal accident there are probably 
100 others serious enough to disable a person 
a day or more. 

The treatment of accidental trauma is an im- 
portant part of the average general practitioner’s 
daily practice. In spite of their familiarity with 
accidents, however, physicians generally have 
not thought of accident prevention as a part of 
preventive medicine. They have had a tendency 
to consider their responsibility ended once the 
injury was treated and the essential facts were 
obtained for insurance or other reports. Now 
that accidents are emerging as one of the most 
important causes of death and disability, physi- 
cians should determine their responsibility and 
be aware of their opportunities for prevention 
of accidents as well as treatment of accident 
victims. 
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ACCIDENTS 
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INFLUENZA 
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CONGENITAL 
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AGES 1 TO 4 
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PNEUMONIA AND 
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ENTERITIS 


TUBERCULOSIS 


FIGURE I. Spectacular improvement in death rates has occurred in the past 20 years. The most remarkable reduc- 
tion has been in the number of deaths resulting from infectious diseases. As a result, accidents now stand out as 


the leading cause of death in this age group. 


*Experience of Metropolitan Life Insurance Company; weekly premium-paying business alone in 1930-1931; weekly and monthly combined 


in 1949-1950. 
tincludes leukemia and Hodgkin's disease. 


There are two age groups which the physi- 
cian can best reach with accident-prevention 
efforts and which are comparatively inaccessible 
to organized safety programs. These are the 
very old and the very young. This article is 
concerned with the second group. 


WHY CHILD ACCIDENT PREVENTION 
CONCERNS THE PHYSICIAN 


Accidents are now by far the most frequent 
cause of death among children. Every year 
about 11,000 children between the ages of 1 
and 14 years lose their lives because of accidents. 
In the age group of 1 to 4 years, accidents kill 
twice as many children as do measles, scarlet 
fever, whooping cough, diphtheria, dysentery, 
tuberculosis and poliomyelitis combined (Fig- 
ure 1). 

The prominence of accident mortality among 
children results, in part at least, from the 
great progress made in preventing the diseases 
of childhood. Immunization and application of 
the science of nutrition have been major factors 
in reducing the death rate from other causes. 
General practitioners have played and are con- 
tinuing to play a major role in this vital phase 


of preventive medicine. More than 70 per cent 
of the child care in the United States is in the 
hands of general practitioners. There is every 
reason to believe that, as public health con- 
tinues to improve, medical practice will be 
oriented more and more to prevention rather 
than to treatment. 


TYPES OF ACCIDENTS 


The highest accident rate is found in the pre- 
school age group of 1 to 4 years—a period dur- 
ing which children spend most of their time in 
the home environment, supposedly under care 
and supervision. Motor vehicles are the greatest 
single cause of accidents (Figure 2), and a large 
percentage of motor vehicle fatalities occur in 
streets near the child’s home. Many occur in 
parents’ or neighbors’ driveways. 

Burns and conflagrations combined rank sec- 
ond to motor vehicles as causes of death among 
children from 1 to 4 years old, but they rank 
first by a sizeable margin among 1 year olds. 

Drowning is a frequent cause of death among 
children, particularly between the ages of 1 and 
2 years. Many of these fatalities occur in ponds 
or pools near the children’s homes or sometimes 
in their own back yards. 
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35.8 


Experience of Metropolitan Life 
Insurance Company, 1948-1949, 
Weekly Industrial Department. 


FIGURE 2. Motor vehicles and burns are the principal causes of fatal injury in this age group. 


Fatalities due to choking are by no means 
rare. Death claim figures of the Metropolitan 
Life Insurance Company for 1946 to 1947 show 
that 26 boys and girls from 1 to 4 years old died 
from the aspiration or swallowing of foreign 
bodies. 

Poisoning accounts for about 5 per cent of all 
fatal accidents in young children (Figures 3 and 
4)- Mortality rates, however, do not adequately 
indicate the incidence of child poisoning. For 
example, in a four year study of admissions to 
Children’s Hospital, Washington, D.C., there 
were only 2 deaths but there were 250 cases of 
accidental poisoning. 


THE PHYSICIAN’S ROLE 


For young children, accident prevention is, 


in a sense, a form of immunization produced 
not by the antigen of a vaccine but by the anti- 
gen of education. It is not given directly to the 
child but to his parents. 

The physician’s special contribution takes the 
form of educating the parents of infants and 
young children whom he sees in his daily prac- 
tice and in his health supervision activities. The 
teaching of accident prevention can be a natu- 
ral part of advice to parents during child guid- 
ance and development discussions. The “dose” 
and “technic” of safety education are matters of 
professional judgment. The child’s personality, 
his muscular coordination, his physical environ- 
ment and the parents’ emotional attitude to- 
ward the child and the doctor are factors which 
determine what, when and how much should 
be given. Parents with young children particu- 
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larly will value guidance from their physician. 

The following are some suggestions for physi- 
cians to help parents prevent child accidents. 

1. Observe, on home calls, hazardous condi- 
tions in and around the house and suggest cor- 
rective measures. 

2. Give careful instruction when prescribing 
medications to reduce the risk of overdosage or 
careless handling in the home. Eliminate sugar- 
coated pills which can tempt young palates. 

3. Study the causes of medical emergencies 
and accidents, particularly where the individual 
appears “accident-susceptible,” and use this 
knowledge with the family and with others to 
help prevent a similar condition in the future. 

4. Utilize accident-case presentations in hos- 
pital or medical society meetings to emphasize 
ways to prevent accidents as well as to treat 
them. 

5. Help to develop community education pro- 
grams in cooperation with health departments 
and voluntary agencies and present the facts to 
the community and local medical society. 

6. Utilize the services of the public health 
nurse whenever possible. In repeated visits to 
the home she is often able to give parents guid- 
ance for which the physician may have neither 
time nor opportunity. 

The physician’s role in educating parents 
about child accident prevention has been em- 
phasized because possibilities for prevention 
seem to be greatest among young children. 
There are five factors which must be taken into 
account in applying the vaccine of safety edu- 
cation in everyday practice: 

1. We have to be aware of common hazards 
which present themselves at certain stages in 
the child’s development. We have some data 
but more information needs to be accumulated 
through research. We must develop effective 
means of discussing these hazards with parents 
in a manner which will encourage constructive 
action without creating anxiety. 

2. We must be familiar with children’s char- 
acteristic behavior and drives at certain ages. 

3. We must understand the emotional atti- 
tude and behavior of the parents toward the 
child and toward each other. The effect of a dis- 
regard for safety practices on the part of the 
parents should be pointed out. The value of a 
good example cannot be overestimated. 

4. We must know the physical, emotional 
and intellectual capacities of the individual 


child. 


INCIDENCE OF POISONS, ETC., INGESTED 
BY CHILDREN UNDER 5 YEARS OF AGE 


FIGURE 3. There is a remarkable variety of household 
agents which young children ingest. Cleaning fluids 
and medicines must be kept out of reach and under 
lock and key. 


5. We must learn about the environment— 
not only the physical setting, but the emotional 
climate—in which the child is living. 

Immunization, dietetics and antibiotics have 
greatly enhanced the content of preventive medi- 
cine, especially in the health supervision of 
young children. General practitioners have had 
a large share in these life-saving efforts because 
they care for 70 per cent of the children in this 
country. We propose adding a new type of im- 
munization to the health supervision program 
of children—the vaccine of safety education. 


INCIDENCE OF POISON INGESTED BY CHILDREN 
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FIGURE 4. The age distribution corresponds to the age 
when children are learning to walk and explore. 
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EFORE starting treat- 
B ment in a case in 
which pus has 
been found in the urine, 
it is important to know 
whether the pus is com- 
ing from the bladder or 
from the upper part of 
the urinary tract. In ad- 
dition, it is well to know 
the type of infecting 
Bacterium or bacteria, 
because of the ineffec- 
tiveness of certain drugs in particular infec- 
tions—for instance, that of the sulfonamide 
drugs in infections due to Streptococcus faecalis, 
and the inability to acidify the urine with man- 
delic acid in infections which are due to Proteus 
ammoniae. 

A specimen of urine for bacterial culture may 
be obtained by one of the following methods, 
depending on whether the patient is a boy or 
a girl. If the patient is a boy, the foreskin should 
be retracted and the glans penis should be 
cleansed with a 1:1000 solution of zEPHIRAN 
CHLORIDE®. The boy should be instructed to mic- 
turate, and a sample of the urine should be 
caught in a sterile test tube. If the patient is a 
girl, the region about the urethral meatus should 
be cleansed with the same antiseptic solution. 
Catheterization then can be performed safely 
with a glass catheter which is 3 inches (7.6 
cm.) long and attached to rubber tubing (Fig- 
ure 1). In exceptional cases pyuria may not be 
present in a case of urinary infection; in a case 
of this type, a fresh specimen of urine should 
be centrifuged, and a smear of the sediment 
should be made on a coverglass. Examination 
of the smear with the high power objective of 
the microscope will disclose innumerable bac- 
teria. 

Treatment consists of combating the general 
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aspects of the infection by rest in bed, a liquid 
diet and the administration of large quantities 
of fluids. The amount of fluids administered 
should be sufficient to maintain a urinary out- 
put of 1 liter per day in cases in which the 
patients are infants, and an output of 2 liters 
per day in cases in which the patients are older 
children. In order to insure that an adequate 
amount of urine will be excreted, a 5 per cent 
solution of dextrose in physiologic saline solu- 
tion may have to be administered intravenously. 
If 1 tablespoonful (15 cc.) of water is admin- 
istered to an infant every 15 or 30 minutes dur- 
ing the time that he is awake, from 500 to 700 
cc. can be administered in 24 hours. Bacteria 
and toxic products are washed out of the uri- 
nary passages when large quantities of water 
are administered. The reduction of the number 
of bacteria in this manner is a definite factor 
in the successful treatment of urinary infection 
with the sulfonamide drugs. 

In the acute stage of severe urinary infection, 
it is important to determine early whether re- 
tention of urine is a complicating factor. Pain 
and tenderness in the posterior part of the infra- 
costal region, palpable enlargement of the kid- 
neys, a suprapubic tumor in the midline of the 
abdomen and the sudden disappearance of 
pyuria are indications for urologic consultation. 
This also holds true for chronic and constantly 
recurring pyelitis which persists in spite of ade- 
quate treatment. 

In cases in which methenamine, methenamine 
mandelate or mandelic acid is used, the func- 
tion of the kidneys should be normal and the 
reaction of the urine should be acid—that is, 
the urine should have a pH of from 5.5 to 5. 
Since streptomycin becomes more effective as 
the alkalinity of the urine increases, it is almost 
a specific in cases in which the infection is due 
to P. ammoniae. In such cases, the pH of the 
urine is 8 or more. 

Since urinary infection in childhood seldom 
is caused by hemolytic streptococci or by Staph- 
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FicuRE 1. Glass catheter with attached rubber tubing. 


ylococcus aureus, the administration of penicil- 
lin rarely is indicated. In cases in which the 
infection is due to either of these micro-organ- 
isms, abscesses usually form in the substance of 
the kidney. Penicillin should be administered 
immediately in cases of this type. Depending 
on the age of the infant or child, from 75,000 to 
250,000 units of procaine penicillin should be 
given in divided doses three times each day. 

Probably more than 95 per cent of all urinary 
infections are caused by gram-negative bacilli, 
all of which are susceptible in a varying degree 
to sulfonamide therapy. Of these bacilli, P. am- 
montae and Pseudomonas aeruginosa are most 
difficult to eradicate. 

To avoid the danger of crystalluria, it may be 
advisable to administer two of the sulfonamide 
drugs in combination, but this is seldom neces- 
sary. In cases in which the patients are children, 
the sulfonamide drugs are administered in the 
following manner. On the first day, a total of 2 
gm. of the drug is divided into 4 doses of 0.5 
gm. each which are administered orally. There- 
after, a total of 1 to 1.5 gm. of the drug is di- 
vided into 4 doses and administered in a similar 
manner. For infants, the dose is half as large 
as that administered to children. If persistent 
vomiting is present, sulfathiazole sodium or 
sulfadiazine sodium may be administered in- 
travenously in a solution of dextrose. 


7 HE action of the sulfonamide drugs is very 
rapid; the urine frequently becomes sterile in 
24 hours, and it even may be sterile within 16 
hours. If the urine is sterile at this time, one 
should not conclude that the infection has been 
cured. It merely indicates that the infected 
mucous membrane is being washed by sterile 
urine. If the urine does not become sterile with- 
in 48 to 72 hours, it probably will not become 
so, even if the same drug is administered for a 
week or more. It is important to make a cul- 


ture of the urine after sulfonamide therapy has 
been continued for two or three days. In cases 
in which the original culture indicated that the 
infection was due to Escherichia coli, a pure 
culture of S. faecalis may be obtained in two or 
three days. In such cases, the colonies of S. 
faecalis are masked by an overgrowth of 
E. coli in the original culture. Infection that 
is caused by S. faecalis will not respond to the 
administration of increased doses of the sul- 
fonamide drugs. It is necessary to discontinue 
the administration of these drugs, and to ad- 
minister mandelic acid or one of the antibiotics 
that are effective in the treatment of this type 
of infection. 

If the culture remains negative for a week or 
two, sulfonamide therapy may be discontinued. 
After an interval of a week or 10 days, another 
culture should be made. If this culture is nega- 
tive, the patient can be dismissed as cured. 

This method of treatment will be effective 
in most cases of uncomplicated urinary infec- 
tion in which the patients are infants or chil- 
dren. In such cases it is inadvisable to pre- 
scribe a drug that must be administered sub- 
cutaneously if it is possible to use an equally 
effective drug that can be administered orally. 

If the urine does not become sterile within a 
week and if renal function is normal, it is well 
to switch to calcium mandelate unless the infec- 
tion is due to P. ammoniae or unless acidifica- 
tion of the urine is impossible. If 1.5 to 2 gm. of 
calcium mandelate is administered orally four 
times a day, the pH of the urine usually will 
vary between 5.5 and 5.0, and the concentration 
of mandelic acid in the urine will range be- 
tween 0.5 and 1.0 per cent. The urine, there- 
fore, will be bactericidal. The pH of the urine 
can be determined with nitrozine (sodium 
dinitrophenylazo-naphthol disulfonate) paper. 
While a preparation of mandelic acid is being 
administered, the daily intake of fluids should 
be restricted to 1000 to 1200 cc., and fruit juice 
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and milk should be excluded from the diet. If 
the pH of the urine cannot be decreased to 5.5 
or less, 0.5 gm. of ammonium chloride should 
be administered orally two or three times a day. 
Cultures of the urine should be made to evalu- 
ate the results of treatment, just as they are in 
cases in which sulfonamide therapy is used. 

In cases in which the infection is due to P. 
ammoniae, the strongly alkaline reaction of the 
urine makes streptomycin the drug of choice. 
I have seen a case in which this drug caused 
the infection to disappear in a week, although 
the patient had been treated unsuccessfully with 
other drugs for five years. 

Streptomycin must be administered intramus- 
cularly, four times a day, in doses of 250,000 to 
600,000 units. When streptomycin is administer- 
ed in cases in which the urinary infection is not 
due to P. ammoniae the urine should be strong- 
ly alkalinized before treatment is started, and 
the streptomycin should be administered in doses 
large enough to kill all bacteria rapidly, since 


streptomycin acts best in the strongly alkalin 
urine and bacteria develop a resistance to th 
drug very rapidly. 

A number of antibiotics which have been de 
veloped in recent years have very marked effec 
on the gram-negative bacilli and gram-positive 
cocci. Among those that are useful when given 
by mouth are aureomycin, which is given in 
doses of 50 to 200 mg. four times a day; chlo- 
ramphenicol which is given in doses of 75 to 
250 mg. four times a day, and terramycin, 
which is given four times a day in doses of 100 
to 300 mg., depending on the age of the child. 
Terramycin seems to be of value in the treat- 
ment of infections caused by Pseudomonas. 

If the infection persists in spite of repeated 
temporary sterilization of the urine or inability 
to sterilize it with the urinary antiseptic that 
usually is effective against the particular Bac- 
terium, one should suspect the presence of an 
abnormality of the urinary passage and make a 
complete urologic examination. 
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HE Coxsackie 
group includes 
more than a dozen 


viruses which are com- 
mon sources of infec- 
tions in man. They have 
two characteristics by 
which they may be iden- 
tified: (1) They are 
pathogenic only for im- 
mature experimental 
animals (mice and ham- 
sters) and (2) in such 
animals they induce 
lesions of the skeletal muscles, the brains and 
fat pads. On the basis of experimental lesions, 
the Coxsackie viruses are divided into two 
groups, Group A and Group B. Group A in- 
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cludes at least 10 distinct serologic types; Group 
B includes at least 3 types. 

The viruses were named for the pleasant vil- 
lage in the upper Hudson River valley where 
they were first identified.’:* The original strain 
was isolated from the feces of 2 boys suffering 
from paralytic poliomyelitis. Since then, Cox- 
sackie viruses have been isolated from _polio- 
myelitis patients in many parts of North 
America and in various other parts of the 
world. Sometimes both Coxsackie and _polio- 
myelitis viruses have been recovered from the 
same specimen and this naturally has raised 
the question of whether the two infections 
modify one another. It was suggested of epi- 
demiologic evidence that Coxsackie virus infec- 
tion precipitates paralytic poliomyelitis, but 
more recently it has been noted that in mice 
the reverse seems to be true—that mice infected 
with Group B Coxsackie virus are resistant to 
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FicurE 1 (right). Appearance 
of mice paralyzed following 
infection with a Group A 
Coxsackie virus. 


FiguRE 2 (top). Intraperito- 
neal inoculation of a suckling 
mouse. Note the milk-filled 
stomach. In experiments with 
newborn mice, it is important 
that the animals are well fed. 
This can easily be deter- 
mined by noting the amount 
of milk in the stomach. 


(From the Division of Laboratories and Research, New York State Department of Health, Albany.) 


poliomyelitis.* What effects may occur in man 
are still unknown but the subject deserves care- 
ful study, for the association may teach us much 
of both theoretical and practical importance. 

The Coxsackie viruses are similar to polio- 
myelitis virus in size, in resistance to various 
physical agents, in their distribution and in 
many other ways. They are most easily recover- 
ed from the feces of sick children during the 
late summer months. Less frequently they may 
be recovered from throat washings. They have 
been found in sewage and in flies trapped in 
areas where poliomyelitis was prevalent.* Of 
those pathogenic for man, the Coxsackie are the 
only other known viruses that are as small as 
poliomyelitis virus. They are similar to polio- 
myelitis virus in the frequency with which they 
seem to infect man. Based on serologic studies 
it seems that most children are infected early, 
often by various types of Coxsackie virus. Adult 
serums customarily contain antibodies for many 
types of Coxsackie virus.® 


EFFECTS OF THE VIRUSES 


In the beginning it was impossible to deter- 
mine what effects the Coxsackie viruses had in 


man, for the cases from which the original 
strain was isolated were also infected with polio- 
myelitis virus. Thus for a time the Coxsackie 
viruses were being isolated in many places but 
we had no knowledge of what symptoms or 
lesions they may have caused. Since then they 
have been presumptively identified as the cause 
of two human diseases, epidemic pleurodynia 
(“devil’s grip” or Bornholm disease) and her- 
pangina. The first of these diseases is well 
known to physicians. In 1948 a patient with 
rather characteristic symptoms of pleurodynia 
was shown by Curnen to be infected with a 
Coxsackie virus.® Since then an epidemic in 
Boston has been identified by Weller’ as due 
to Coxsackie virus and confirmation has come 
from several other investigators. It should per- 
haps be pointed out that if poliomyelitis virus 
had never been discovered an equally good case 
could be made for Coxsackie viruses as the 
cause of poliomyelitis. 

The association of Coxsackie viruses with 
herpangina was reported by Huebner and his 
associates.* Herpangina is not familiar to many 
physicians. The term was proposed by Zahor- 
sky® to describe a mild epidemic disease which 
he observed in St. Louis children during the 
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summer months. The usual symptoms were sud- 
den onset of fever (102° to 105° F.) with pains 
in back and extremities, headache and stiff neck. 
Some patients complained of pain in swallow- 
ing. On physical examination mouth vesicles 
were found on the anterior faucial pillars or 
along the free margin of the soft palate. In his 
description of this children’s disease Zahorsky 
was troubled at times by associated symptoms 
of poliomyelitis and wondered whether the two 
diseases were at times associated or whether 
herpangina might simulate poliomyelitis. Thus 
the connection of Coxsackie infection and polio- 
myelitis infection occurs again in the case of 
herpangina although possibly only because the 
two occur during the same season. 

It is suggested by the evidence at hand that 
herpangina is associated with infection by 
Group A Coxsackie viruses and that pleuro- 
dynia is (with one possible exception) an ex- 
pression of infection with Group B strains. 
Both have been associated with poliomyelitis 
but no causal relationship has been claimed. 

One of the most significant results of the rec- 
ognition of the Coxsackie viruses has been the 
realization that our late summer epidemics of 
“poliomyelitis” are often mixed epidemics. Fol- 
lowing the demonstrations that many patients 
with poliomyelitis are not paralyzed and that 
many well or but slightly ill children harbor 
poliomyelitis virus, there has been wide accept- 
ance of the belief that most, if not all, of the 
summer illnesses associated with headache and 
stiff neck are cases of abortive poliomyelitis. 
Physicians have qualified this opinion in cer- 
tain instances. Thus the summer outbreaks of 
the arthropod-borne encephalitides were dem- 
onstrated as well as other outbreaks of diseases 
of more or less characteristic kinds. But polio- 
myelitis had become a very common diagnosis. 
The discovery of the Coxsackie viruses has re- 
quired us to modify this point of view, for we 
now know that during the late summer months 
at least two kinds of viruses may be prevalent. 
Just how the puzzle will eventually be solved 
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QUANTITATIVE 
SYMPTOMATOLOGY 


HE clinical history is the basis of most 
ciagnosis Yet a seemingly complete 

anamnesis is often inadequate, for it is 
qualitative, not quantitative. It says “the 
patient has dyspnea on exertion,” not how 
much dyspnea on how much exertion. It 
says that the patient has “pain in his calves 
after walking,” not how much pain after 
how far a walk. 

One reason for the lack of quantitative de- 
scription is that such description is difficult 
to interpret. It is much harder to describe 
than is quality. When possible, it should 
be described mathematically, such as “after 
three blocks of brisk walking, pain severe 
enough to require sitting down and massag- 
ing the calf for three minutes.” Or, in the 
patient with a perforated peptic ulcer, “pain 
severe enough to make him lie on the 
ground, double up his knees and burst out 
in a sweat.” This is descriptive quantitative 
terminology. 

For the more chronic abdominal pains or 
other distresses the quantitative description 
may be even more difficult, but it is possible. 
One may arbitrarily conceive a classification. 
For example, it is possible to divide the 
degree of dysmenorrhea into four grades: 
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(1) pain which is annoying but not inca- 
pacitating for normal activity; (2) pain 
which incapacitates, but does not put the 
patient to bed (the patient says she wants 
to go to bed but does not); (3) pain severe 
enough to require bed rest; and (4) pain re- 
quiring heavy sedation such as morphine. 

Quantitative subjective phenomena are, of 
course, variable with the type and threshold 
level of the patient. But it is in this light that 
they must be interpreted. It is probable, for 
example, that anorexia, nausea and vomiting 
are all an expression of the same physiologic 
mechanism. Yet some patients are more 
easily nauseated than others and, in analyz- 
ing a history of acute appendicitis, this must 
be given serious consideration. The evalua- 
tion of the pain threshold of the patient is 
just as important as any other part of the 
physical examination. 

The quantitative symptomatology may be 
the determinant in deciding upon the meth- 
od of therapy. This is especially true in the 
various painful states which are to be treated 
by drastic surgical means, such as neuralgias, 
tic doloreux, or the terminal and subterminal 
malignancies which might be subjected to 
cordotomy or lobotomy. But it is just as im- 
portant in daily postoperative care, when 
morphine is often given while a milder 
sedative would suffice, or when morphine is 
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withheld from a truly suffering patient. 

The quantitative symptomatology is im- 
portant whenever we suggest an elective 
radical therapeutic procedure. How much 
discomfort or distress is this particular pa- 
tient having? Is it worthy of an operative 
procedure ? 


A third and most important place for the 
knowledge of quantitative symptomatology 
is in evaluating a disease or appraising the 
results of therapy. An outstanding example 
of this is seen in discussions about perforat- 
ed peptic ulcer. Many authors have shown 
that between 60 and 80 per cent of all pa- 
tients who have a perforated peptic ulcer 
have had symptoms of a peptic ulceration 
before the time of the perforative episode. 
Yet almost none of these patients had 
sufficiently severe symptoms to take them 
to a physician. Had the symptoms been of 
sufficient severity, the patients would have 
been receiving some form of ulcer therapy 
and probably would not have had a perfora- 
tion; it is a real rarity to have an ulcer 
perforate during treatment. Again, in evalu- 
ating the results of the closure of peptic per- 
foration, quantitative symptomatology must 
be ascertained. If the patient did not have 
sufficient symptoms to make him seek care 
for his ulcer preoperatively, it is unlikely 
that he will seek medical advice postoper- 
atively, even if the ulcer remains active. 
Such patients must then be warned to have 
frequent radiologic studies, or be followed 
in some other way, discounting their stoi- 
cism (if that is the real reason for their lack 
of distress). 


The experienced clinician may not speak 
in terms of quantitative symptomatology. 
But experience has demonstrated its impor- 
tance to him and he automatically takes it 
into account in his assessment of the indi- 
vidual patient. However, this is not enough. 
He must criticize the medical student, the 
intern and the resident physician, and teach 
them the importance of quantitative as well 
as qualitative description of disease. He 
should demand that the clinical history, 


which is written into the patient’s record. 
contain quantitative terms. This will be oi 
threefold benefit: it will teach the intern o: 
resident; it will aid in the evaluation of th: 
problem at hand, and may, some day in th: 
future when the patient is again seen, aid in 
diagnosis. 


Beck, Guthrie Clinic, Sayre, Pennsylvani. 


THE HEALTH OF BRITAIN 


N September 1951 appeared the report of 
] the chief medical officer of the Ministry 

of Health dealing with the health of 
Britain in 1949. For that year Great Britain 
had an infant mortality rate lower than ever 
before, less than 100 deaths from diphtheria, 
10 per cent less deaths from tuberculosis 
than there were in 1948, and a steep fall in 
venereal disease. Nevertheless, there was an 
increase in total deaths from all causes in 
1949 as contrasted with 1948. Responsibility 
for this is placed on a severe epidemic of 
virus influenza which reached its peak in 
March 1949. 

Conspicuous in the health record of 1949 
was the increase in outbreaks and cases of 
food poisoning reported. The reasons as- 
signed are the retention overnight and 
reheating of meat dishes cooked the day 
before, a great increase in feeding of great 
numbers of people at one time in schools, 
mines and factory canteens, and a conspicu- 
ous neglect of good personal hygiene. Most 
important of these three causes must be the 
reheating of foods, particularly meat dishes, 
and this is definitely related to the stringent 
regulations placed on the supply and con- 
sumption of meat. 

Conspicuous also was the fact that cancer 
in general decreased but the number of 
deaths from cancer increased, with the 
greatest increase in the registered mortality 
from bronchogenic cancer in men. This 
masked the progress made in reducing 
mortality from other forms of cancer. The 
figures reveal an actual reduction of deaths 
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from cancer of other sites among men and 
from cancer of all sites among women. 

This was the first complete calendar year 
of operation of the National Health Service. 
From the point of view of indicating 
whether or not such a health service is 
dependable in maintaining a high rate of 
health, one needs many more figures over 
many more years and far more study be- 
fore any definite answer can be given. One 
needs to know the total amount of dis- 
ability, the duration of various illnesses, 
the contrast between figures for Great 
Britain and those for other countries in 
which a similar system does not prevail. 
No doubt such studies eventually can be 
made. In the meantime, the introduction 
of new knowledge and great advances in 
the diagnosis and treatment of disease are 
important in relationship to the evaluation 
of statistics. 

MORRIS FISHBEIN 


JOINT FUND RAISING 


LTHOUGH doctors may hear little on the 
A subject, the great foundations and phil- 
anthropies are particularly concerned 
with raising funds for their functioning. 
The total amounts raised reach hundreds of 
millions of dollars. Among the significant 
sums are the money raised by the National 
Foundation for Infantile Paralysis (between 
$30,000,000 and $40,000,000 annually), the 
American Cancer Society ($15,000,000 an- 
nually), the Red Cross (from $50,000,000 to 
$100,000,000 annually), the heart campaign 
(in the vicinity of $5,000,000), and many 
others. 

Now comes the movement to discontinue 
all individual campaigns and to lump them 
in a single annual campaign for the raising 
of funds, with the sum collected to be allo- 
cated by a central board to the various groups 
according to the judgment of such boards in 
individual communities. This introduces 


chaos and substitutes the adding machine 
for the heart. Mr. Basil O’Connor has point- 
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ed out that the raising of funds by collection 
from employees in industry in the form of 
payroll deductions is a method of taxation 
which loses most of the important factors 
that prevail in the present technics of fund 
raising. 

The raising of funds for philanthropy has 
become a highly specialized occupation. Per- 
sons may become expert in this work and, 
having become expert, seek to market their 
services as do members of other professions. 
Since many such people function on a per- 
centage of what they are able to raise, their 
technics often resort to high pressure meth- 
ods which are somewhat outside the pale of 
ethics of charity. Mr. Basil O’Connor has 
emphasized the motto of the National Foun- 
dation for Infantile Paralysis, “Give Volun- 
tarily or Not at All.” Industrial collections 
from employees made as payroll deductions 
are actually compulsory assessments on such 
employees for health and welfare activities. 
Such compulsory assessments differ little, if 
at all, from the compulsory collection of 
funds for Social Security or health insur- 
ance. If funds for health and welfare are to 
be obtained by compulsory assessments, the 
taxation technic is no doubt preferable to 
one which falls heavily on labor and not at 
all on less well-organized persons. 


Seventy million people contribute annual- 
ly to the funds raised by the National Foun- 
dation for Infantile Paralysis through its 
March of Dimes. Certainly this indicates 
that the public will voluntarily support 
voluntary associations in the fields of health 
and welfare. 

The Red Cross has been inconsistent in its 
attitude on this subject. From time to time it 
has refused to participate in any way with 
payroll deductions for the Red Cross, and 
the recently developed organizations which 
attempt to make all philanthropic collections 
at one time under one management now 
permit a Red Cross chapter to participate in 
a community collection and then to conduct 
an independent drive of its own annually in 


March. Leaders of the Red Cross who are 
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not sympathetic to the new proposals point 
out that there are regulations in the by-laws 
of the American Red Cross which forbid 
such participation. In 1929 the American 
Red Cross dropped over 400 chapters be- 
cause of this kind of fund raising. 

The physician is concerned with this pro- 
posal primarily because it establishes a trend 
in a field where he has an intimate interest. 
If the care of health by either philanthropies 
or the medical profession is to be subjected 
to methods of payment involving compul- 
sory assessment on the individuals con- 
cerned, the beginning might well be this 
attempt at payroll deductions for medical 
philanthropies. Certainly just a short step 
needs to be taken to move from payroll de- 
duction for medical philanthropies on a 
compulsory basis to payroll deductions for 
medical care on a compulsory basis. The fac- 
tor of compulsion has been fought by the 
medical profession now for more than forty 
years; doctors should be aware of this new 
weasel method of approaching the problem 
by a side door. 


MORRIS FISHBEIN 


OLIVE OIL FRIES FISH 


monc the strange manifestations of the 
A operations of the British National In- 
surance Act, most preposterous of all 
are the weird subterfuges to which people 
resort when the opportunity occurs to get 
something for nothing. Report comes from 
London that a woman applied for a free 
bottle of olive oil for medicinal use. When 
she got the oil, she used it to fry fish and 
chips. This, I understand, means potato 
chips. 

In the course of the discussion of the inci- 
dent in the House of Commons, Dr. Charles 
Hill, formerly secretary of the British Medi- 
cal Association and now a member of the 
House of Commons, reported that five pre- 
scriptions a year are being written for every 
man, woman and child in Great Britain. 


When one considers what this would mean 
for the people of the United States in terms 
of five times 160,000,000 or almost a billion 
prescriptions annually, one can conceive the 
terrific cost of such a system if transferred 
to our country. 

Estimating the cost of a billion prescrip- 
tions at even one-half the present cost of 
such prescribing, one may realize the estab- 
lished economic fact that an act similar to 
that of Great Britain installed in the United 
States would closely approximate, if it did 
not surpass in cost, our former annual ap- 
propriation of something over $14,000,000,- 
ooo for national defense. Indeed in Great 
Britain the most important political contro- 
versy at the present time prevails over the 
insistance of Aneurin Bevan, former Minis- 
ter of Health, that the nation continue to 
bear the total cost of all medical prescrip- 
tions, including spectacles and teeth, where- 
as the dominant group in the government 
insists that continuance of this policy would 
greatly inhibit the national defense of Great 
Britain and might indeed go further toward 
bankrupting that nation. Quite recently the 
Trade Union Congress supported the action 
of Parliament in assessing extra sums for 
spectacles and teeth. 


MORRIS FISHBEIN 


DISPENSING DOCTORS AND 
PRESCRIBING DRUGGISTS 


OR many, many years doctors and phar- 
macists have been debating on the sub- 
ject of this editorial. Frequently the 
argument is stimulated by some agency or 
periodical that wants to prove it is support- 
ing the cause of either the doctors or the 
pharmacists. Everybody knows that a con- 
troversy of any kind makes good reading. 
Gradually dispensing by physicians is be- 
ing discontinued. But a few areas remain in 
the United States so remote from good phar- 
maceutical service that medical dispensing is 
necessary. Moreover, the favorite formula 
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has disappeared; the coming of effective spe- 
cific drugs and antibiotics means that com- 
plicated formulas are seldom considered. 
The druggists are experts in marketing. 
Naturally they inquire of the person who 
purchases any ready-made preparation 
whether or not he might want something 
else. Indeed there is a classic anecdote about 
the man who came to the druggist and pur- 
chased a large order of fishing equipment. 
This led the druggist to the 64 dollar ques- 
tion as to why the man was taking a vaca- 
tion. This suggested to the druggist some 
items for the wife who was at home. 

Dr. Austin Smith has recently condemned 
the counter-prescribing pharmacist for cheat- 
ing the patient of the best medical care. The 
druggist is not of course licensed to diag- 
nose or prescribe. Nevertheless his experi- 
ence in pharmacy and in the conduct of a 
drug store is likely to make it possible for 
him to do much better than the mother-in- 
law’s favorite recommendation for home 
remedies. 

Ultimately the argument always gets down 
to the question of financial advantage. The 
doctors may think that the druggists are 
charging too much and that patients can 
save money by getting their drugs through 
the doctor’s office. The doctor in some in- 
stances is not above the simple reasoning 
that he might as well make the profit on 
ready-made prescriptions as have the phar- 
macist make that profit. 

More recently the debate has been acti- 
vated by new legislation controlling the re- 
filling of prescriptions. Here again comes 
the question of whether or not the doctor 
is being deprived of the right to charge for 
a second visit when a patient needs a refill. 
The druggist is put in a position of making 
a decision as to whether or not the prescrip- 
tion is one that can safely be refilled. Drug- 
gists have also been accused on occasion of 
attempting to substitute the ready-made 
preparation on which the profit is higher 
for one that the doctor has prescribed and 
on which there is a lesser profit. 

After all, this discussion serves chiefly to 
promote dissatisfactions between two profes- 


sions that have worked together amicably 
for many hundreds of years and which have 
given every indication in recent years of the 
ability to work more and more closely to- 
gether for the common good. The needs of 
the public for pharmaceutical services are 
unquestioned and are fully recognized by 
legal licensure requirements quite up to 
those that control the practice of medicine. 
The simplest solution for any of the difficul- 
ties that arise is the one that the warring 
nations eventually came to in Korea—lead- 
ers and individuals have to get together, 
preferably in some suitable place for refresh- 
ment, talk over the trouble and work out 


satisfactory solutions. 
MORRIS FISHBEIN 


GEORGE BERNARD SHAW 


HE supplement to the British Medical 

Journal* is authority for the fact that 

George Bernard Shaw was exceeding- 
ly credulous in matters medical. He was 
treated five or six times with the Abrams 
electronic treatment and he was an addict 
of naturopathy. Everyone knows of his at- 
titude toward eating meat, but as he got 
older he did not hesitate to take liver ex- 
tract for chronic anemia. He endeavored 
to advise other people about their own medi- 
cal care; the story goes that he advised an 
actress who had suffered from loss of her 
eyesight that the way to cure it was to have 
a shock. His estate reached about a third 
of a million pounds but evidence is offered 
that he wrote to the National Health Service 
authorities asking how he stood for regis- 
tration under the Act as he wished to have 
free medical service under the Act in case 
he was unable to afford a private physician. 
Imaginative brilliance is no criterion of 
judgment in medical matters. Shaw’s satire 
was enjoyable but he injured greatly the 
causes of vaccination against smallpox, ani- 
mal experimentation and scientific progress 
generally. 

MORRIS FISHBEIN 
*Brit. M. J. (suppl.) No. 4721, p. 298 (June 30) 1951. 
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ARTHUR R. COLWELL* 


THE AMERICAN DIABETES ASSOCIATION, NEW YORK 


T is probable that today the medical profession 
| is more certain of its technics for the discovery 

and treatment of diabetes than of those used 
in practically any other common chronic disease. 
Methods of detection have been improved so great- 
ly within recent years that it is now possible to 
make diagnoses of diabetes simply and inexpensive- 
ly. Medical understanding of the incidence of the 
disease has improved to a point where estimates 
can be made with some degree of accuracy of the 
number of potential and hidden diabetics in our 
population. Perhaps the greatest strides, however, 
have been achieved in the refining of therapeutic 
technics and in the education of diabetic patients 
about the disease. 

Constant programs of research into the etiology 
of diabetes are being carried out through labora- 
tory experiments and clinical studies in metabolism, 
nutrition and endocrinology. Researches to improve 
therapy, such as the development of the jet injector 
hypodermic syringe, of quick-acting and long-last- 
ing forms of insulin, of revised food values and 
better understanding of the chemistry of digestion, 
are bringing important advances in the treatment 
of the disease. 

The solid achievement of the medical profession 
in this field is evinced by the facts that most of 
the approximately 1,000,000 known diabetics now 
lead happy and useful lives, that the life expectancy 
of the average diabetic is not much different from 
that of the average nondiabetic, and that individual 
diabetics are engaged in practically every kind of 
occupation open to nondiabetics. Successful preg- 
nancies in diabetic women are now much more 
frequent than they were in the past; mortality 
figures for both mothers and infants are lower. 


*President, American Diabetes Association, Inc., and Chairman, 
Department of Medicine, Northwestern University Medical School, 
Chicago, Illinois. 


Barring unavoidable accidents, the common com- 
plications of diabetes such as gangrene, coma, 
acute infections and, to some extent, arteriosclerotic 
complications can often be minimized for the 
patient who cooperates with his physician. 

It is these practical advances that have made 
physicians concerned with the pathologic and clini- 
cal aspects of diabetes also deeply interested in 
the actual day-by-day welfare of the diabetic as 
an effectively-functioning and self-reliant individ- 
ual. In addition, the growth in the number of 
known diabetics, a factor arising from our gener- 
ally aging population, has considerably enlarged 
the scope of the problem from the medical pro- 
fession’s point of view. 

In order to coordinate activities and plans in 
these fields, a group of interested physicians, in- 
cluding most of the men widely known in the 
field of diabetes in this country, formed the Ameri- 
can Diabetes Association, Inc., in 1940. The na- 
tional Association has remained primarily medical, 
with a membership of 1500 physicians. Affiliated 
with it are nearly 30 local Diabetes Associations, 
many of which have both clinical and lay societies 
as components. As the only medical organization 
in the field of diabetes, the Association is a non- 
profit, non-fund-raising group that depends for 
support of its many projects on membership dues 
and voluntary contributions. 

The objectives of the Association are briefly 
stated as follows: first, to disseminate among 
physicians the latest and most useful information 
concerning the disease, its diagnosis and its treat- 
ment; second, to encourage and support research 
relating to diabetes; third, to educate the laity on 
the importance of early recognition of diabetes 
and its medical supervision; fourth, to discover 
and bring under treatment as many as possible 
of the vast number of hidden diabetics. 
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ARTHUR R. COLWELL 


In the 10 years of its existence, the Association 
has pursued these objectives vigorously. Practically 
every useful advance in methods of detecting and 
treating diabetes that has been developed in the 
past decade in this country has resulted from the 
activities of the professional members of the As- 
sociation or from the organizational work of the 
Association itself. 

Every year the Association’s annual Scientific 
Sessions serve as a clearinghouse for reports on 
the latest researches and practical clinical studies 
about the disease. In the past these valuable papers 
were published in the yearly Proceedings of the 
Association and were thus brought to the attention 
of specialists, clinicians and other medical scientists 
interested in diabetes. Diabetes Abstracts, a quarter- 
ly publication of the Association, abstracted all 
current research and clinical literature, both Ameri- 
can and foreign, for the information of the medical 
profession. This year these two publications are 
being replaced by a bimonthly journal to be called 
Diabetes, the first issue of which will be published 
in January 1952. This new periodical will make it 
easier for the busy physician interested in diabetes 
to keep abreast of latest developments in the man- 
agement of the disease. 

On the local level, the Association’s affiliates 
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provide educational forums, through their Clinical 
Societies, for the dissemination of the latest in- 
formation to the physicians in the areas in which 
they work. 

In addition, the Association is constantly at- 
tempting to reach as many physicians as possible 
with simple and soundly scientific data on the 
management of diabetes. In connection with this 
broad aim, it distributed last year to nearly every 
doctor in the United States a brief, compact Dia- 
betes Guidebook for the Physician. Copies of this 


manual are still available without charge for in- 


dividual physicians who may not have received a 
copy.* 

Equally important is the Association’s activity 
in behalf of the diabetic himself. The A.D.A. Fore- 
cast, a bimonthly magazine which is the only 
national publication in the country devoted ex- 
clusively to the interests of diabetics, provides 
much pertinent information on the many problems 
a diabetic has to face, and serves as a helpful, 
cheerful morale-builder for the patient and his 
family. It contains no advertising. 


ECAUSE a diabetic’s diet is such an important 

part of his treatment, and because without 
imagination it can be extremely dull and un- 
appetizing, the Association has cooperated with 
The American Dietetic Association and the Dia- 
betes Section of the Public Health Service in 
preparing a booklet called Meal Planning, With 
Exchange Lists.** Based on the latest findings in 
food chemistry and on the effects of various dietary 
components on the metabolism of the diabetic, the 
pamphlet’s exchange lists give substitute foods in 
terms of food values and weights and measures, 
and thus enable a diabetic to enjoy a much more 
varied diet than heretofore—a diet which at the 
same time meets the particular requirements of 
his condition. It includes individual meal plan 
folders which the physician will fill out for each 
one of his patients, and a Diabetic Diet Card for 
his own use. 

Additional pamphlet material for diabetics and 
also for the general public is in the process of 
preparation. When the publication program of the 
Association is completed, there will be suitable 
material available for every part of the population, 
from organizations and clubs to school children. 


*Requests should be addressed to the American Diabetes Association, 
11 W. 42nd Street, New York 18, New York. 


**This publication can be obtained, by physicians only, from the 
Health Publications Institute, Inc., Raleigh, North Carolina. 
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Scene at a typical Diabetes Detection Center. 


The Association’s activities directed toward the 
detection of unknown diabetics in the general pop- 
ulation bring together all segments of society— 
physicians, diabetics and the nondiabetic laity— 
in an intensive campaign to bring the hidden 
diabetic to medical treatment before his condition 
has progressed to a point where complications may 
occur. According to estimates by medical scientists 
and insurance company statisticians, there are at 
least 3 cases of unrecognized diabetes for every 4 
cases of diagnosed diabetes. This constitutes a vast 
reservoir of possible future illness. Preventive medi- 
cine in a very practical form can be applied here. 

It is this fact that has brought the American 
Diabetes Association to consider its case-finding 
program and the promotion of medical supervision 
of the many thousand unrecognized diabetics in 
this country as one of its major tasks. To carry 
out this task, the Association sponsors and pro- 
motes a continuing Diabetes Detection Drive, an- 
nually renewed by Diabetes Week. This year 
Diabetes Week was planned for the week of 
November 11 through November 17. 

The Diabetes Detection program has other ob- 


jectives as well. Since the follow-up and gathering 
of records on “positives” is one of its most im- 
portant aspects, it is steadily accumulating a body 
of useful statistical data about the incidence of 
diabetes in this country. Another outgrowth in- 
herent in the program’s existence is the fact that 
it educates the general public—increasingly larger 
segments of it every year—in the nature of diabetes, 
its discovery, its control, and the fact that a con- 
trolled diabetic is not an “invalid,” but on the 
contrary can be as happy and as effective as the 
nondiabetic. 

Specifically, the year-round detection program 
has as its major purpose the use of glycosuria and 
blood sugar tests in periodic health examinations 
for as many people as possible. The nationally 
proclaimed Diabetes Week accelerates this detec- 
tion program by promoting the mass-scale screen- 
ing of individuals for glycosuria or increased blood 
sugar. It also calls country-wide attention to the 
general problem of diabetes, and helps to strengthen 
the continuing activities of local physicians to test 
as many as possible of the individuals in their 
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communities for the presence of diabetes. 

In this work the Association has the endorse- 
ment of the American Medical Association and 
the whole-hearted support of many state and county 
medical societies. Indeed, over 500 local medical 
societies and 28 state societies have organized 
standing Committees on Diabetes which are active 
in carrying on the year-round detection program 
and in setting up special Diabetes Week campaigns 
in their own areas—always, of course, in close co- 
operation with the national offices of the American 
Diabetes Association. 

The Association’s local affiliates also organize 
detection drives and Diabetes Week programs in 
the larger cities where they are located. Some of 
the most effective special activities in the field have 
been organized by these Associations, including 
such spectacular undertakings as Diabetes Fairs 
and Diabetes Demonstration Exhibits, given either 
independently or as part of state or county fairs. 

In many communities the Diabetes Detection 
Drive and Diabetes Week have been held in such 
high esteem that all the local organizations, such 
as Chambers of Commerce, fraternal orders and 
women’s clubs, have enthusiastically contributed 
their time and effort to the essential tasks of organ- 
izing and conducting the campaign. 


POSTOPERATIVE PUNSTER 


Oh, doctor, though you're quite a card, 
You’d sometimes best forget it. 

Don’t make your patients laugh too hard— 
You may, indeed, regret it. 


Withhold those salty tales for men, 
Those puns a bit outrageous; 

It ill becomes a doctor when 
His laughter is contagious. 


Lay off the funny jokes that tend 
To give them giggling twitches, 
Lest patients laugh themselves, my friend, 
Not in but out of stitches. 


The responsibility of coordinating the Diabete: 
Detection Drive, of preparing the organizationa| 
and educational literature for use by the loca! 
groups, and of undertaking a national publicity 
and public relations campaign that reinforces loca! 
drives, devolves upon the national office of the 
American Diabetes Association. A comprehensive 
supply of educational pamphlets, presenting practi 
cal organizational instructions for campaigns in 
the schools, in industry, among women, and in 
local communities, is distributed by the Association. 
So are Diabetes Week posters, simple “give-away” 
leaflets for the general public and a variety of 
other material. These describe what diabetes is and 
how it can be detected and controlled. Sample kits 
of this organizational and educational literature 
can be obtained by individual physicians and by 
medical societies by writing to the national office 
of the Association. 

It is through the Detection Drive that the 
American Diabetes Association hopes to educate 
the general public to the necessity of early dis- 
covery and control of the disease. A successful 
program of this kind, coupled with constant ad- 
vances in therapeutic technics, will eventually 
remove diabetes from the list of the 10 major 
causes of death by disease in this country. 


¢ Medical Muse 


VACATION TRIPPED 


The merchant takes a little trip, 
A week or two or more; 
The business runs as usual, 
There’s profit at the store. 


The banker basks on sunny sands, 
The landlord's pleasure-bent; 
Depositors deposit still, 
And tenants pay their rent. 


The doctor’s income ceases, though, 
Upon departure day, 

And that’s what takes the rest from rest 
And takes the fun from play. 
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Wren sharp restriction of sodium 
intake is indicated, the basic nutri- 
tional needs of the patient con- 
tinue. And adequate protein intake 
is frequently a therapeutic necessity. 
A problem is therein posed for 
the physician, since foods low in 
sodium are usually low in protein. 
LONALAC®, a product of Mead 
Johnson research in dairy chemis- 
try, contains but 0.02% of sodium, 
a negligible amount. In other re- 
spects, Lonalac is the nutritional 
equivalent of whole milk. 


When reconstituted with water 
and used as a replacement for milk, 
Lonalac can be employed along 
with other foods in varied and nu- 
tritionally adequate diets supplying 
as little as 200 mg. of sodium daily. 

Flexible low sodium diet out- 
lines, with Lonalac recipes, are 
available on request. Also available 
are sodium and potassium values of 
various foods and municipal water 
supplies as determined by the flame 
photometer method in the Mead 
Johnson Research Laboratories. 


LONALAC is supplied in 1 and 4 Ib. containers. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1ND., U.S.A. 
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PEPTIC ULCER* 


EPTIc ulcer afflicts 
Pion: 1 in 10 of the 

men and women of 
the United States at some 
time in life. Sir Berkeley 
Monyhan declared that 
the diagnosis of ulcer 
could be made by tele- 
phone. Sippy claimed that 
go per cent of ulcers could 
be cured by dietary regu- 
lation and alkalinization 
of the gastric contents. 
W. J. Mayo asserted the SANDWEISS 
equal curative efficacy of 
gastroenterostomy. Recently Winkelstein has pro- 
moted continuous drip therapy. Dragstedt has re- 
vived vagotomy, and others have recommended 
partial gastrectomy. 

In 1946 Walter L. Palmer, then president of the 
American Gastroenterological Association, appoint- 
ed a Committee for the Study of Peptic Ulcer, with 
the purpose of resolving the problem of gastric and 
duodenal ulceration, recognizing the divergence of 
opinion concerning etiology and diagnosis and the 
disparate therapeutic results. 

During the administrations of Drs. Bockus, 
Andresen, Bargen and Mateer, the committee ac- 
cumulated data which have been digested, sum- 
marized and published under the direction of 
David J. Sandweiss as Editor-in-Chief. Seventy- 
seven members of the American Gastroenterologi- 
cal Association have collaborated in the volume 
now issued. 

Assignments were made for specific aspects of 
the subject to those who had knowledge of the 
numerous phases of the problem of peptic ulcer, 


*Peptic Ulcer: Clinical Aspects—Diagnosis—Manag Editor: 
David J. Sandweiss, M.D., F.A.C.P., Associate Attending Physician, 
Division of Internal Medicine, Harper Hospital, Detroit, Michigan. 
Editorial Committee: A. H. Aaron, University of Buffalo; Henry L. 
Bockus, University of Pennsylvania; George E. Daniels, Columbia Uni- 
versity; George B. Eusterman, Mayo Clinic; L. Kraecer Ferguson, 
Woman's Medical College; A. C. Ivy, University of Illinois; Sara M. 
Jordan, Lahey Clinic; Frank H. Lahey, Lahey Clinic; Walter L. Palmer, 
University of Illinois; Harry Shay, Temple University; Albert M. 
Snell, Mayo Clinic; Dwight L. Wilbur, Stanford University. Prepared 
under the auspices of the American Gastroenterological Association. 
790 pages with 164 figures. 1951, W. B. Saunders Company, Phila- 
delphia & London. $15.00. 


and who had assiduously 
and profitably explored 
the various avenues of 
etiology, diagnosis and 
therapy. 

The result is a treatise, 
definitive as of this mo- 
ment, of the practical as- 
pects of the chronic, re- 
current disease, peptic 
ulcer. 

In consideration of eti- 
ology, the possible impor- 

PALMER tance of the mucous bar- 
rier in the stomach is 
suggested, and the relation between local distur- 
bances of blood flow and vulnerability to ulcer 
formation is hypothesized. The probable effect of 
disturbed motor function of the pyloric antrum 
and duodenum on the pathogenesis of ulcer is in- 
vestigated. And the influence of the hormonal 
secretory activity of the antrum is balanced against 
that of vagus over-stimulation of parietal cells as 
a factor in production of ulcer. 

The ideas that gastric ulcer may be the result 
of vascular or circulatory alterations in the mucosa 
of the stomach and that duodenal ulcer may be 
due to damage to the surface mucosa by ejected 
gastric contents are thoroughly elucidated. That is, 
the differences in behavior between gastric and 
duodenal ulcers may be due to the location of 
each lesion and not to intrinsic characteristics. 

Drugs used in ulcer therapy are critically evalu- 
ated by J. Edward Berk in chapter 31 and Clifford 
Barborka gives complete and detailed dietary 
management in chapter 30. 

The editor, Dr. Sandweiss, in chapter 28 ex- 
plains the physiologic principles upon which medi- 
cal and surgical therapeutic measures are based. 
This is perhaps the key chapter of the book. The 
reasoning is grounded in a judicial acquaintance 
with fundamental facts, many verified by personal 
experience, and deserves acceptance by all physi- 
cians who propose the best treatment for patients 
with peptic ulcer. 

(Continued on page A-54) 
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Another Mosby Book! 


FRIEDMAN'S 


Modern 
Headache Thera 


The baffling and often recurring problem of the patient with Chronic Headache 


is covered with two objectives to solve it: (1) Diagnostic methods especially 


useful in establishing the cause are explored. (2) The most recent advances in 


treatment are presented. 


. 


Patients with chronic headaches represent a consider- 
able problem to the doctor. They appear in great 
numbers and their symptoms persist with real tenacity 
despite every effort at treatment. Since the symptom of 
headache may be the result of a wide variety of ail- 
ments, satisfactory treatment demands a careful search 
for the underlying basis. In exploring the diagnostic 
methods to find the cause of headache, Dr. Friedman 
gives you some very useful and practical suggestions. 


In covering treatment, he covers all advances in the 


CONTENTS 


Preface 

Introduction 

DIAGNOSIS 

TREATMENT 

PAIN 

HEADACHES FROM INTRACRANIAL 
PATHOLOGY 


te 


fields of pharmacology, surgery and psychiatry. 


The material was compiled from personal observation 
and experience in private practice and at the Headache 
Clinic of Montefiore Hospital, and from significant con- 
tributions in the vast headache literature. 


The book is a useful, practical and enlightening source 
of information for the doctor—with invaluable results 
for the patients suffering with this common and often 
frustrating symptom. 


HEADACHES FROM EXTRACRANIAL PATHOLOGY 
HEADACHES FROM SYSTEMIC DISORDERS 
MIGRAINE HEADACHES 

PSYCHOGENIC HEADACHES 

POST-TRAUMATIC HEADACHES 

NEURALGIAS 

Index 


By ARNOLD P. FRIEDMAN, M.D., Director of the Headache Clinic, Montefiore Hospital; Assis- 
tant Professor of Clinical Neurology, Columbia University Medical School; Attending Physician, 
Montefiore Hospital, New York. 154 pages. $4.00. 


Order 1S; orm 


Please send me: 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis 3, Mo. 


PM 11-51 


Friedman’s Modern Headache Therapy ($4.00) 
() Enclosed find check. 


(] Charge my account. 


Address 
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ANDRESEN 


Original ulcers usually heal readily, and the first 
few recrudescences may be easily controlled, but 
repeated recurrences which lead to stenosis and 
penetration to adjacent viscera, and are likely to 
bleed, challenge medical or surgical management. 
Henry Trumen in chapter 37 and Chester Jones 
in chapter 41 offer advice for the prevention or 
avoidance of the serious complications of gastric 
and duodenal ulceration. 

Definite conclusions cannot now be determined 
regarding the eventual results of the several surgi- 
cal methods of treatment currently employed for 
peptic ulcer. Subtotal gastrectomy is probably ad- 
visable for gastric ulcer when the distinction be- 
tween benign or malignant status is equivocal. For 


BARGEN MATEER 


duodenal ulcer, partial gastric resection, in general, 
is apparently more successful than vagotomy with 
gastrojejunostomy; the results of partial gastrectomy 
are not improved by addition of vagotomy. An- 
other committee of the American Gastroenterologi- 
cal Association is collecting information on these 
matters and will submit a report after a sufficient 
period of time. 

This book is primarily for gastroenterologists, 
but because peptic ulcer is such a common disease 
and consequently so many practitioners must treat 
patients with ulcer, all physicians who purport to 
give general medical or surgical service should 
assimilate the experience of the specialists who 
have written this book. 

J. B.C. 


& THE DIAGNOSIS AND TREATMENT OF ADRENAL INSUFFICIENCY - - - 


By George W. Thorn, M.D., Hersey Professor of the Theory and Practice 
of Physic, Harvard Medical School, and Physician-in-Chief, Peter Bent Brig- 
ham Hospital, Boston, Massachusetts. Ed. 2. 180 pages with 32 figures (2 in 
full color) and 25 tables. 1951, Charles C Thomas, Springfield, Illinois. $5.50. 


The second edition of Doctor Thorn’s compact 
but complete treatise on adrenocortical disease is 
written in the same lucid and orderly manner as 
the initial edition. Recent advances in the diagnosis 
and treatment of Addison’s disease employing 
ACTH and cortisone are included in this edition. 
The introductory chapter traces the historical de- 
velopment of adrenocortical replacement therapy 
and is followed by a consideration of the physi- 
ology and biochemistry of the adrenal glands and 
related hormones. 

The clinical aspects of adrenocortical insufficiency 
are well presented and correlated with pertinent 
laboratory tests. The problems of diagnosis are 
discussed with regard to screening and tolerance 
tests, and a valuable day-by-day diagnostic protocol 
is given. The methods and interpretations of the 
newer adrenalin and ACTH eosinophil tests for 


pituitary and adrenal dysfunction are presented. 

The section on therapy is prefaced by a very 
helpful comparison and evaluation of the several 
commercially available drug preparations useful in 
managing a patient with adrenal disease. The man- 
agement of adrenal crisis is described with close 
attention given to details of dosage schedules. 

The procedure for implantation of desoxycorti- 
costerone acetate pellets is included in the chapter 
on management of chronic adrenal insufficiency. 
Special therapeutic demands created by complicat- 
ing diseases such as diabetes, kidney disease, and 
tuberculosis are also discussed. 

The book was written with the collaboration of 
Peter H. Forsham, M.D. and Kendell Emerson, 
Jr.. M.D., both of the Peter Bent Brigham Hos- 
pital, Boston, Massachusetts. T. 

(Continued on page A-56) 
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To be published in January 
the new fourth edition of 


Heart 
Disease 


Fig. 41. Diagram showing positions 
of various leads. Einthoven’s tri- 
angle is also represented. 


Line 


Paul D. White, M.D., is Lec- 
turer in Medicine, Harvard 
Medical School; Physician, 
Massachusetts General Hos- 
pital. 


I. the many years since its first appearance, HEART DISEASE has firmly 
established itself as a classic in the field, equally valuable to medical student, general practi- 
tioner, and specialist. Part of the material which has been included in the new edition is a full- 
er description of the three congenital heart defects, namely auricular septal defect, ventricular 
septal defect, and the tetralogy of Fallot along with the remarkable new surgical application 
for the correction of some of the difficulty in cyanotic cases; a further presentation of the new 
therapy of bacterial endocarditis; a more complete evaluation of the surgical treatment (sym- 
pathectomy) for high blood pressure; the introduction of a very important dietary treatment 
of congestive heart failure called the Schemm diet; and a satisfactory appraisal of the precordial 
leads in electrocardiography. prob. price $10.00 


The Macmillan Company 
60 Fifth Avenue, New York 11 


Please send me, and charge to my account, .... copies of 
White: HEART DISEASE, 4th edition upon publication. 


Macmillan 


NAME — 
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PIONEER DOCTOR -.- - 


By Lewis ]. Moorman, M.D. 252 pages. 1951, University of Oklahoma Press, 


Norman, Oklahoma. $3.75. 


When the last free 
land drawing opened at 
El Reno in the Okla- 
homa Territory on July 
10, 1901, among the thou- 
sands present on that day 
was a young man who 
had been recently gradu- 
ated from the Louisville 
(Kentucky) Medical Col- 
lege. Lewis J. Moorman’s 
name was not drawn for 
free land, but the young , 
doctor remained to start MOORMAN 
his practice in the Middle 
Border town of Jet and to participate in the de- 
velopment of the Territory from a pioneer settle- 
ment to a great and prosperous state. He has also 
been an active participant in the development of 
medical practice and education which has taken 
place in the last 50 years. 


In his reminiscences, Dr. Moorman writes o! 
many things—of his own early training and ex 
periences in a rather primitive community; of his 
horses which were so important to the doctor in 
covering his rounds in every kind of weather; and 
of his patients, the worthy people who settled and 
developed the Border region. In the telling, he 
not only describes the contrasts between practicing 
medicine in a pioneering settlement and in a 
modern community, but also offers the reader an 
interesting picture of life in his state before the 
days of oil booms and industrialization. 

As the years passed, honors and recognition for 
his work came to Dr. Moorman, but his attitude 
toward medicine as a vocation and his feeling for 
his patients as individuals have remained essentially 
the same as they were when he left his “old Ken- 
tucky home” to practice—as he quotes Sir William 
Osler—‘“a calling in which your heart will be ex- 
ercised equally with your head.” 

$.8.C. 


& CLINICAL AND ROENTGENOLOGIC EVALUATION OF THE 


PELVIS IN OBSTETRICS - - - 


By Howard G. Moloy, M.D., M.Sc., Assistant Clinical Professor of Obstetrics 
and Gynecology, College of Physicians & Surgeons, Columbia University, and 
The Sloane Hospital for Women, New York. 119 pages with 68 figures. 1951, 
W. B. Saunders Company, Philadelphia and London. $2.50. 


Cephalopelvic disproportion is the chief cause 
of difficult labor and traumatic sequelae to mother 
and infant. The recognition and proper manage- 
ment of this potential danger depends on the 
ability of the obstetrician adequately to evaluate 
pelvic architecture in relation to the expected 
mechanism of labor. 

In this first of a series of monographs titled the 
American Monograph Series, the publishers have 
well accomplished their avowed purpose to bring 
to the medical profession the practical results of 
research in special fields of medicine at a modest 
cost. The author is widely known for his collabora- 
tion with the late Dr. William Edgar Caldwell in 
the formulation of a workable classification of 
pelvic morphology which has found wide applica- 
tion in both clinical and x-ray pelvimetry. 

The author presents a complete classification and 
describes with adequate historical background the 
morphology of the female pelvis, the classical types 
and their variations. He aptly stresses the impor- 
tance of variations in the mid and lower pelvis. 


The technic of clinical examination of the pelvis 
is presented together with a detailed outline to be 
used for recording the findings. 

Included in the monograph are sections on fetal 
presentation, mechanism of labor, forceps opera- 
tions and breech delivery. Roentgenologic technic 
is discussed critically as to various methods em- 
ployed. The author discards those methods which 
employ an oblique inlet view and subscribes to 
those in which a semi-sitting inlet exposure is used. 
Preference is noted for the precision stereoscopic 
technic of Caldwell and Moloy. 

The routine procedure leading to a complete 
roentgenologic report is described in five steps. The 
author describes a method for quantitative estima- 
tion of cephalopelvic disproportion in which disks 
of graded sizes are used to determine pelvic inlet 
capacity and the measurement of the biparietal 
diameter of the fetal head. A similar technic is 
employed for detecting midpelvic disproportion. 

Dr. Moloy subscribes to and outlines detailed 

(Continued on page A-58) 
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only one application of 


U R A »4 blocks the 


“uch-scratch reflex” 
for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.’* 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.! Not an antihistaminic, not a -caine 
derivative . . . Eurax is virtually nonsen- 
sitizing and nontoxic,!* and, importantly, 

yy does not lose its effectiveness after con- 
tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*"! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 

(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 

(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) Domenjoz, R.: Schweiz. med. Wehnschr. 76:1210, 1946. 

(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 
J. Nat. M. A. 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 

49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45889, 1949. 


*U.S. Pat. $2,505,681 E-43 


Egy GEIGY PHARMACEUTICALS = Division of Geigy Company, Inc. 


220 Church Street, New York 13, New York 
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technics for the estimation of pelvic capacity rather 
than relying on the course of labor to determine 
disproportion. He believes that to perform cesarean 
section for this indication one must be certain that 
disproportion exists and for this detailed x-ray 
examination must be done. Powerful labor in the 


FOOD ALLERGY -.- - 


presence of disproportion may result in spontanc 
ous delivery with serious fetal or maternal injury 
Roentgenologic examination will reveal such case. 
and permit trial of labor to be conducted with ac 
curate advance knowledge of fetal-pelvic relation 
ships. 

M. B. S. 


By Herbert ]. Rinkel, M.D., F.A.C.P., F.A.C.A., F.A.A.A., formerly Asso- 
ciate Instructor in Medicine, University of Oklahoma School of Medicine; 
Theron G. Randolph, M.D., F.A.C.A., F.A.A.A., A.A.C.P., Instructor in 
Medicine, Northwestern University Medical School, Chicago, and Michael 
Zeller, M.D., F.A.C.P., F.A.C.A., F.A.A.A., Clinical Instructor in Medicine, 
University of Illinois College of Medicine, Chicago. 492 pages. 1950, Charles 


C Thomas, Springfield, Illinois. $8.50. 


Three authors who have, in 
numerous prior papers, de- 
scribed a revolutionary concept 
of food allergy combine their 
efforts in this monograph. They 
dwell at great length upon the 
concept of cyclic food allergy 
in which periods of a few days’ 
use or avoidance of an allergen 
produce fluctuations in response 
ranging from hyperacute sensitization to complete 
tolerance. The fixed type of food allergy in which 
allergic symptoms invariably follow ingestion of 
the food receives little attention as these authors 
consider its incidence far less than that of cyclic 
food allergy. 


The authors have arrived at their conclusions 
through the use of direct methods: the production 
of symptoms following the ingestion of suspected 
foods. The controversial leukopenic index is used 
as corroborative evidence. Corn, wheat, milk, eggs, 
potatoes and oranges, in that order, are found to 
be the most frequent allergens. 

There may be wide disagreement with the idea 
of including fatigue, nuchal pain, backache, pain 
in the extremities, rheumatoid arthritis, urinary 
frequency, mental confusion, insomnia and ner- 
vousness as allergic symptoms due to food allergy. 

Numerous case histories to emphasize the im- 
portance, recognition and management of food 
allergy are presented in great detail in the last 
three chapters. 

W. S. E. 


& THERAPY OF DERMATOLOGIC DISORDERS - - - 


By Samuel M. Peck, B.S., M.D. and George Klein, M.D. 383 pages with 4 
illustrations. 1951, Lea & Febiger, Philadelphia. $6.50. 


In their preface, the authors explain the reasons 
for this volume and their intent in compiling it. 
The original purpose was to develop a dermatologic 
pharmacopeia. As they went on in their work they 
discovered that a pharmacopeia was worth nothing 
without some indications for the use of the various 
drugs listed. With that in mind, they offer in very 
condensed form a discussion of various dermatoses. 
A number of the discussions are altogether too brief 
and could just as well have been omitted entirely, 
but the majority of the more common skin diseases 
encountered are handled very well. 

In a unique departure from the usual approach, 


the authors borrowed a technic of “Topographic 
Dermatology” from Saboraud and offer a short-cut 
for the diagnosis of many of the conditions. The 
idea is a good one but falls short of its goal with 
its numerical listing of dermatoses and topographic 
guide for diagnosis. It does, however, help the 
beginner in his approach to the problem. 

Even for the experienced dermatologist, the 
dermatologic pharmacopeia has considerable value 
and is a fairly inclusive grouping of most pro- 
prietary and v.s.p. preparations used in derma- 
tologic therapy. 1. F. 

(Continued on page A-60) 
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From the first day of life...and throughout 
infancy, skin affections are likely to threaten 
the child’s health. 


Today, many of these conditions can be 
managed effectively with Johnson’s Baby 
Lotion. In fact, this product has demonstra- 
ted itself to be a specific preventive or thera- 
peutic agent for impetigo contagiosa, miliaria 
rubra, diaper rash, cradle cap, and associated 
cutaneous disorders. Proof of the lotion’s 
effectiveness in these conditions has been 
established by clinical investigations in 8 
leading hospitals for more than 10,000 cumu- 
lative baby days. 


Here are the unique aseptic and physiolog- 
ical properties which commend Johnson’s 
Baby Lotion as the agent of choice in this 
phase of infant care: 


1. Exerts prolonged antibacterial action 
against both gram-positive and gram- 
negative organisms by virtue of its hex- 
achlorophene (1%) content. 


JOHNSON’S BABY LOTION 


2. Formsa discontinuous film of protection 
without blocking the metabolic functions 
of the skin. 


3. Possesses powerful buffering action 
which neutralizes both excessive acidity 
and alkalinity in the stool. 


4. Nonirritating, nontoxic. 


The lotion is also excellent for general cleans- 
ing and lubrication of the infant’s skin. And 
it is simple and pleasant to use. 


Mothers will appreciate the advantages of 
Johnson’s Baby Lotion, and you will have 
the assurance of prescribing a highly effec- 
tive agent for the prevention and treatment 
of the four most common skin affections of 
infancy. 


BABY 
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Time-Saver 


for busy doctors 
and anxious mothers 


To doctors whose practice includes obstetrics or pediat- 
rics, the Better Homes & Gardens Baby Book proves a 
real time-saver. Step-by-step, pre-natal to the 6th year, 
it gives the mother authoritative information on what to 
do and what to expect. 

Thus it supplements your personal counsel with ex- 
planation of many points that you'd hardly have time 
to cover during office consultation. And it specifically 
refers the mother to her doctor on points for which 
professional advice is essential. 

The BH&G Baby Book is clearly written. Illustrated 
with over 200 photos. The Journal of Pediatrics calls 
it “an excellent book, with sound advice.” Regular 
price, only $2.95. 


COMPLIMENTARY COPY —For office and recep- 
tion-room use, a limited number of complimentary 
professional copies have been reserved. To obtain your 
copy, simply ask your nurse to send the coupon below. 


Child Care Dept., Better Homes & Gardens 
1511 Meredith Bldg., Des Moines 3, lowa 


For office use, I would appreciate receiving a compli- 
mentary professional copy of the BH&G Baby Book. 


NAME 
ADDRESS 
CITY 
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Books received will be acknowledged in this depart. 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


The Architecture of Normal and Malformed 
Hearts; A Phylogenetic Theory of Their Development. |}, 
Dr. Alexander Spitzer, Late Professor of Anatomy, ‘I he 
University of Vienna. With a summary and analysis of the 
theory by Maurice Lev, B.S., M.D., Associate Professor of 
Pathology, University of Illinois College of Medicine, Chi- 
cago, and Aloysius Vass, M.D. 145 pages, illustrated. 195, 
Charles C Thomas, Springfield, Illinois. $5.00. 


Inhalation Anesthesia; A Fundamental Guide. By 
Arthur E. Guedel, M.D., Associate Clinical Professor of Su;- 
gery (Emeritus), University of Southern California Schoo! 
of Medicine, Los Angeles. 143 pages. 1951, The Macmillan 
Company, New York. $3.75. 


The Organization of Bones. By P. Lacroix, Professor 
in the Faculty of Medicine, University of Louvain, Belgium. 
Translated from the Amended French Edition by Stewart 
Gilder, Assistant Editor, “Abstracts of World Medicine.” 
235 pages with 87 illustrations. 1951, The Blakiston Com- 
pany, Philadelphia, New York & Toronto. $6.00. 


A Doctor’s Pilgrimage. By Edmund A. Brasset, M.D. 
Fe pages. 1951, J. B. Lippincott Company, Philadelphia. 
3.50. 


The 1951 Year Book of Medicine (May 1950-May 
1951). Fdited by Paul B. Beeson, M.D.; J. Burns Amberson, 
M.D.: William B. Castle, M.D., S.M. (Hon.), Yale, M.D 
(Hon.) Utrecht; Tinsley R. Harrison, M.D., and George B. 
Eusterman, M.D. 696 pages, illustrated. 1951, The Year 
Book Publishers, Inc., Chicago. $5.00. 


Ophthalmology. By Arno E. Town, M.D., Professor of 
Ophthalmology, The Jefferson Medical College of Phila- 
delphia. With 11 contributors. 511 pages with 208 illus- 
trations and 4 color plates. 1951, Lea & Febiger, Philadel- 
phia. $10.00. 


The Changing Years; What to Do About the Meno- 
pause. By Madeline Gray. 224 pages. 1951, Doubleday & 
Company, Inc., Garden City, New York. $2.75. 


Food and You. By Edmund Sigurd Nasset, A.B., M.S., 
Ph.D., Professor of Physiology, Department of Physiology 
and Vital Economics, School of Medicine and Dentistry, 
University of Rochester, Rochester, New York. 92 pages. 
1951, Charles C Thomas, Springfield, Illinois. $3.00. 


Amenorrhea. By Lawrence M. Randall, M.D., Section 
on Obstetrics and Gynecology, Mayo Clinic; and Thomas W. 
McElin, M.D., Fellow in Obstetrics and Gynecology, Mayo 
Foundation, Rochester, Minnesota. 74 pages. 1951, Charles 
C Thomas, Springfield, Illinois. $2.25. 


The Normal Cerebral Angiogram. By Arthur Ecker, 
M.D., Ph.D. (Neurology), Surgical Neurologist, Syracuse, 
New York. 190 pages, 140 figures. 1951, Charles C Thomas, 
Springfield, Illinois. $6.50. 


Statistics for Medical Students and Investigators in 
the Clinical and Biological Sciences. By Frederick J. Moore, 
M.D., Associate Professor of Experimental Medicine; Frank 
B. Cramer, B.A., Research Fellow; and Robert G. Knowles, 
M.S., Research Associate, Department of Experimental 
Medicine, University of Southern California School of 
Medicine. 113 pages with 11 figures and 16 tables. 1951, 
The Blakiston Company, Philadelphia, New York & 
Toronto. $3.25. 


(Continued on page A-62) 
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The Medical Bookman 


Arthritis and the Rheumatic Diseases. By Philip 
Lewin, M.D., F.A.C.S., F.LC.S., Professor and Chairman of 
the Department of Bone Surgery, Northwestern University 
Medical School; Professor ot Orthopedic Surgery, Cook 
County Graduate School of Medicine; Senior Attending 
Orthopedic Surgeon and Chairman of Department, Michael 
Reese Hospital; Attending Orthopedic Surgeon, Cook County 
Hospital, Chicago. Foreword by Morris Fishbein, M.D. 175 
pages. 1951, McGraw-Hill Book Co., Inc., New York, To- 
ronto & London. $3.50. 


711 Medical Maxims. By William S. Reveno, M.D., 
Assistant Professor of Clinical Medicine, Wayne University 
Medical College; Attending Physician, Harper Hospital; 
Consulting Physician, Detroit Receiving and Highland Park 
General Hospitals, Detroit, Michigan. With forewords by 
Frederick A. Coller, M.D. and William J. Kerr, M.D. 197 
pages. 1951, Charles C Thomas, Springfield, Illinois. $3.75. 


Grouping, Typing and Banking of Blood. By Otaker 
Jaroslav Pollak, M.D., Ph.D., Director, Blood Bank; Chief, 
Departments of Anatomical, Clinical and Experimental 
Pathology; Director, School for Medical Technologists, 
Quincy City Hospital, Quincy, Massachusetts. 184 pages 
with 27 illustrations. 1951, Charles C Thomas, Springfield, 
liners. $5.75. 


Surgical Care; A Practical Physiologic Guide. By Robert 
Elman, M.D., F.A.C.S., Professor of Clinical Surgery, Wash- 
ington University School of Medicine; Assistant Surgeon, 
Barnes Hospital; Associate Surgeon, St. Louis Children’s 
Hospital; Director of Surgical Service, H. G. Phillips Hos- 
pital, St. Louis, Missouri. 1951, Appleton-Century-Crofts, 
Inc., New York. $8.00. 


Air War and Emotional Stress. By Irving L. Janis, 
Department of Psychology, Yale University. 280 pages. 1951, 
McGraw-Hill Book Company, Inc., New York, Toronto & 
London. $5.00. 


The Effect of Hormones Upon the Testis and 
Accessory Sex Organs. By Norris J. Heckel, A.B., M.D., 
Clinical Professor of Urology, Department of Surgery, Uni- 
versity of Illinois College of Medicine; Chairman, Depart- 
ment of Urology, Presbyterian Hospital; Attending Urologist, 
Ravenswood Hospital and Henrotin Hospital; Consulting 
Urologist, Chicago Intensive Treatment Center, Chicago, 
Illinois. 73 pages with 21 figures. 1951, Charles C Thomas, 
Springfield, Illinois. $2.25. 


Hormones and Body Water. By Robert Gaunt, Ph.D., 
and James H. Birnie, Ph.D., Department of Zoology, Syra- 
cuse University, Syracuse, New York. 57 pages. 1951, Charles 
C Thomas, Springfield, Illinois. $2.25. 


The Healing Touch. By Harley Williams, M.D. 408 
pages with 8 illustrations. 1951, Charles C Thomas, Spring- 
field, Illinois. $6.75. 


Roentgen Anatomy. By David Steel, M.D., St. John's 
Hospital and Evangelical Deaconess Hospital, Cleveland, 
Ohio. In English and Spanish. 108 full page plates. 1951, 
Charles C Thomas, Springfield, Illinois. $8.00. 


The 1951 Year Book of Pediatrics (July 1950-June 
1951). Edited by Henry G. Poncher, M.D., Professor and 
Head, Department of Pediatrics, College of Medicine, Uni- 
versity of Illinois. With the collaboration of Julius B. Rich- 
mond, M.D., Professor, Department of Pediatrics, College of 
Medicine, University of Illinois, Chicago. Editor Emeritus: 
Isaac A. Abt, M.D. 441 pages, illustrated. 1951, Year Book 
Publishers, Inc., Chicago. $5.00. 


new 1951 
YEAR BOOKS 


Invaluable aids to superior 
end results in daily practice 


Year Book of CENERAL SURCERY 
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Just Published! — A compact, 
economical, quick-reading. 
point-by-point survey of current 
world surgical progress. Aug- 
mented by Dr. Graham's in- 
valuable personal comments. 
Dr. Stuart C. Cullen edits a 
special section on Anesthesia. 
Edited by Evarts A. Graham, 
M.D. 688 pages; 210 illustra- 
tions. $5.00, postpaid. 


Year Book of OBSTETRICS 
and GYNECOLOGY 
Just Published! — Dr. Green- 
hill’s skillful editing and de- 
tailed personal annotations 
make this one of the most pop- 
ular of all the annual Year 
Books—a truly necessary desk 
reference if your practice in- 
cludes these patients. Edited 
by J. P. Greenhill, M.D. 544 
pages; 134 illustrations. $5.00, 
postpaid. 


Year Book of PEDIATRICS 
Just Published! — The Ameri- 


can Journal of Diseases of 
Children says, “He who reads 
the Year Book of Pediatrics 
regularly will never be found 
lacking in knowledge of cur- 
rent developments.” Here, in- 
deed, is a complete, able re- 
view of the best in world pedi- 
atric journal literature, organ- 
ized and interpreted by Dr. 
Poncher. Edited by Henry GC. 
Poncher, M.D. 441 pages; 99 
illustrations. $5.00, postpaid. 


Chicago 11, Illinois 


PUBLISHERS 


Please send me, postpaid, for 10 days’ free examination 


(0 The New 1951 Year Book of General Surgery........... $5.00 
© The New 1951 Year Book of Obstetrics & Gynecology ... 5.00 
(0 The New 1951 Year Book of Pediatrics................. 5.00 
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No fish- oil 


New Multivitamin Tablet Contains Synthetic Vitamin A... 


Plus B,,... PLUS 7 OTHER IMPORTANT VITAMINS 


Even finicky patients like Dayacers, the fishless, burpless 
multivitamin tablets. No fish-oil odor, taste or aftertaste, no allergies 
due to fish oils— because they contain no fish oil. 
Small and easy to swallow, these hard, compressed tablets can’t leak, 
won’t stick together in the bottle. Daya.ers are better tolerated by 


patients than soft gelatin capsules. Vanilla flavored 


and sugar coated. In bottles of 50, 100 and 250. Obbeott 


Each DAYALET tablet contains: 
Vitamin A... .. . 10,000 U.S. P. units 
ic vitamin A palmitate) 


(synthetic 
Vitamin D (Viesterol) . . 1000 U.S. P. units 
5 mg 

5 me aya © 
Pyridoxine Hydrochloride... 1.5 mg. 
Vitamin B: 22s vitamin B: 2 concentrate) 

wines 100 mg (ABBOTT'S MULTIPLE VITAMINS) 
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NO FISH-OIL TASTE OR BURP 
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New Drugs and Instruments 


Information published in this department has been sup- 
plied by the manufacturers of the products described. 


METHOSTAN TABLETS AND AQUEOUS 
SUSPENSION 


purPOSE: For use in cases of retarded growth and in 
constitutional diseases accompanied by protein wast- 
age when such conditions do not respond to diet or 
to more specific therapy. 

composition: Methostan, brand of methandriol (meth- 
ylandrostenediol, 
beta, 17-beta-diol); in 25 mg. tablets, and in aqueous 
suspension containing 50 mg. of pure minute crystals 
per cubic centimeter. 

DOSAGE AND ADMINISTRATION: Adults—1o0 to 40 mg. 
daily, with either dosage form. Children—5 to 10 
mg. daily or less frequently until susceptibility to 
androgenic effects has been ruled out. 

HOW SUPPLIED: Aqueous suspension: vials of 10 cc., 
boxes of 1 and 6 vials. Tablets: bottles of 30 and too. 

propucer: Schering Corporation, Bloomfield, N. J. 


CREMOMETHAZINE 


PURPOSE: Treatment of systemic and urinary tract in- 
fections. 

COMPOSITION: Each 30 cc. contains 3.0 gm. of sulfa- 
methazine, reduced to a state of fine subdivision. 
One 5 cc. teaspoonful is equivalent to one 0.5 gm. 
sulfamethazine tablet. 

DOSAGE AND ADMINISTRATION: Dosage is adjusted to age, 
according to the judgment of the physician. 

HOW sUPPLIED: In “Spasaver” pint bottles. 

propucer: Sharp & Dohme, Inc., Philadelphia, Pa. 


SUCARYL SOLUTION 


puRPOSE: Heat-stable, noncaloric sweetener which con- 
tains no sodium. 

DESCRIPTION: A calcium form of sucaryL®, previously 
introduced as a sodium salt, in both tablet and liquid 
forms. 

INDICATIONS FoR USE: Designed for use by diabetics and 
overweight persons who must follow low salt, as 
well as low sugar, diets. 

DOSAGE AND ADMINISTRATION: Can be used in cooking, 
baking, canning and freezing processes without loss 
of sweetness, and leaves no bitter aftertaste in ordi- 
nary use. One-quarter teaspoonful in beverages and 
other liquids is equivalent to two teaspoonsful of 
sugar. Cooked foods should be sweetened to taste. 

CAUTION: It is recommended that adults limit their 
daily intake of the product to about 14 teaspoonsful 
of the solution. 

HOW sUPPLIED: In 4 fl. oz. bottles, singly and in pack- 
ages of 12, with dual purpose shake-or-pour tops. 

propucer: Abbott Laboratories, North Chicago, III. 


TECH-ANGLE-AID 


DESCRIPTION: Constructed of plastics, the device is used 
to establish the angle of body line with the line of 
central ray, speed positioning and assist in duplicat- 
ing results, particularly when comparison x-ray films 
are required. 

propuceR: Westinghouse X-Ray, Baltimore, Md. 


FER-IN-SOL 


PURPOSE: Treatment of iron deficiency anemia. 

DESCRIPTION: Concentrated solution of ferrous sulfate 
with a lemon flavor. 

DOSAGE AND ADMINISTRATION: Can be administered in 
citrus fruit juice or water. 

HOW sUPPLIED: In 15 cc. and 50 cc. bottles with cali- 
brated droppers. 

propucer: Mead Johnson & Co., Evansville, Ind. 


HYDROLOSE* SYRUP 


purpose: Hydrophyllic, bulk-increasing laxative. 

coMPosiTION: Each 5 cc. (1 teaspoonful) contains 1 
gm. pure synthetic gum methylcellulose. 

INDICATIONS FOR USE: Prevention and treatment of 
constipation. 

DOSAGE AND ADMINISTRATION: Adults, 1 tablespoonful 
morning and evening followed by a glass of water. 
Children, 1 or 2 teaspoonsful with water once or 
twice daily. 

HOW SUPPLIED: Bottles of 12 ounces. 

propucEr: The Upjohn Company, Kalamazoo, Mich. 

*Trademark. 


(Continued on page A-66) 
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GRAVITY-GRIP* FILM RETAINER 


DESCRIPTION: Consists of a stainless steel trough which 
extends along the top of the viewing glass. Small 
brass rollers placed end to end inside the trough 
provide even retaining pressure along the entire 
viewing surface. Two wet-film viewing clips are pro- 
vided. Any size film is held firm and flat against 
the glass even if only one corner of the film is in- 
serted. 

The Gravity-Grip is available on new Picker Fluores- 
cent Illuminators or may be installed on existing 
ones 

propucer: Picker X-Ray Corp., New York, N. Y. 


*Patents pending. 


VIDAC* 


purpose: Multiple vitamin supplement. 

DESCRIPTION: Vitamin A (from fish liver oil concen- 
trate), vitamin D (irradiated ergosterol), wheat 
germ oil and ascorbic acid dispersed in an aqueous 
(nonalcoholic) solution. 

coMPosITION: Each 0.6 cc. provides: 


Vitamin A 5000 U.S.P. units 
Vitamin D 1200 U.S.P. units 
Vitamin C 60 mg. 


INDICATIONS FOR USE: To provide sufficient vitamin in- 
take for normal growth; to counterbalance the ef- 
fects of gastrointestinal disturbances such as diar- 
rhea, colitis and vomiting which may interfere with 
vitamin absorption; for prevention or correction of 
moderate cases of avitaminosis. 

DOSAGE AND ADMINISTRATION: Infants and children, 0.3 
to 0.6 cc. (as marked on dropper); adults 0.6 to 1.2 
cc. May be given mixed well in milk, fruit juices, 
water or in other liquid or semisolid food; may be 
taken directly from dropper followed by water or 
other beverage. 

HOW SUPPLIED: Bottles of 15 and 30 cc. complete with 
graduated droppers. 

propucer: Endo Products, Inc., Richmond Hill, N. Y. 


*Trademark. 
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RITTER MULTI-PURPOSE TABLES 


perscription: New line of motor-elevated tables, seven 
models in all, cushioned with sponge rubber and 


ch covered with moisture-proof and stain-proof vinyl- 
all coated nyton® fabric: (1) Universal Table, a de- 
gh luxe three-section model with adjustable head rest 
ire and knee rest. Perineal cut-out, stainless steel irriga- 
‘O- tion pan, stirrups and hand wheel-operated tilt 
ist mechanism are standard equipment; (2) Single 
in- Section Table, suited to the use of doctors special- 
izing in eye surgery or plastic surgery; (3) Special- 
es- ists Table; (4) Simplified Specialists Table; (5) 
ng Examination and Treatment Table; (6) Simplified 
Examination and Treatment Table; (7) Proctologic 
Table incorporating a feature which automatically 
raises the leg section above the high line of the body 
section as the table is tilted. 
Complete information available on request to: 
propucer: The Ritter Co., Inc., Rochester, N. Y. 
POLYSORB 
us purPosE: Prescription vehicle in dermatologic practice. 
COMPOSITION: Sorbitan sesquioleate in a petrolatum-wax 
its DESCRIPTION: Nonionic in character, of approximately 
Its neutral pH (7.4 to 7.6) and odorless, Polysorb is 
nonirritating to the skin and mucous membranes. 
n- It is completely stable under all conditions and will 
of. absorb 8 to 10 times its weight of water or drug 
r- solutions to form a cream-like emulsion of ointment 
th consistency. 
of propucer: E. Fougera & Co., Inc., New York, N. Y. 
1.3 
AROBON 
purpose: Control of diarrhea in infants. 
ed composition: Chief therapeutic ingredient is carob 
flour, which has a high natural content—22 per 
th cent—of pectin, lignin and hemicellulose. 
HOW SUPPLIED: 5 02. jars. 
Y. propucer: The Nestle Co., Inc., Colorado Springs, Colo. 
(Continued on page A-68) 
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New Drugs and Instruments 


WORKABINETS 


DESCRIPTION: Standard storage cabinets for x-ray dark- 
reoms, available in 5, 6, 7 and 8 foot models. Provide 
a combination of work bench, storage compartment 
and shelf space. Made of sanded hardwood with a 
coat of sealer or clear shellac. The loading bench 
area is covered with Formica or equivalent. The 7 
and 8 foot models incorporate a wastepaper bin. The 
three main sections are available separately. 

propucer: General Electric Co., X-Ray Dept., Milwau- 
kee, Wis. 


ELIXIR BUTISOL-BELLADONNA 


purPosE: Antispasmodic. 

COMPOSITION: Each aime (5 cc.) provides: 
BUTISOL soDIUM® .... mg. (1/6 gr.) 
Extract belladonna 15 mg. (1/4 gr.) 

DOSAGE AND ADMINISTRATION: Suggested dosage is 1 
teaspoonful three times daily. 

cAUTION: Use only as directed. 

HOW suUPPLIED: Pint and gallon bottles. 

propucer: McNeil Laboratories, Inc., Philadelphia, Pa. 


LAB-KLEEN CONCENTRATE 


purpose: New cleaning compound for glass laboratory 
equipment. 

COMPOSITION: A combination employing a sequester- 
ing detergent containing complex polyphosphates; 
PH in 2 per cent solution is 8.16. 

propucer: Chemical Manufacturing & Distributing Co., 
Easton, Pa. 


PERIHEMIN-JR CAPSULES 


purpose: Children’s size form of Lederle’s hematinic, 
PERIHEMIN® CAPSULES. 
COMPOSITION: Ferrous sulfate 
exsiccated 48.0 mg. 
Folic acid 0.21 mg. 
Vitamin B,.-B,. (as present in 
concentrated extractives from 
streptomyces fermentation) 2.5 micrograms 
Ascorbic acid (vitamin C) 12.5 mg. 
Stomach powder** 25 mg. 
Insoluble liver fraction 87.5 mg. 
INDICATIONS FOR USE: Treatment of common hypo 
chromic and hyperchromic anemias, including per- 
nicious anemia. 
HOW suPPLiED: Bottles of 100, 1000 and 5000 capsules. 
Propucer: Lederle Laboratories Division, American 
Cyanamid Co., New York, N. Y. 


*Trademark. 
**Differs from U.S.P. by not being assayed according to the mono- 
graph. Contains intrinsic factor. 


GERONE 


purpose: Antidepressant nutrient. 

COMPOSITION: Each 5 cc. represents: 
Dextro-amphetamine sulfate 2.0 mg. 
Thiamine hydrochloride 2.0 mg. 
Nicotinamide 10.0 mg. 
Riboflavin 0.5 mg. 
Pyridoxine hydrochloride 0.5 mg. 
Calcium pantothenate 1.0 mg. 

INDICATIONS FOR UsE: In psychic fatigue, mental depres- 
sion, malaise, muscular weakness, neurasthenia and 
general nutritional inadequacy. 

DOSAGE AND ADMINISTRATION: I to 2 teaspoonsful three 
times a day, as required. Administer immediately 
after meals to avoid depressing the appetite. 

CAUTION: Contraindicated in persons with agitated 
psychotic states and hyperexcitability. 

HOW SUPPLIED: Cartons of six 8 oz. bottles. 

Propucer: Pitman-Moore Co., Indianapolis, Ind. 


New ge approved for inclusion in this department but for which space 
is not available this month are listed below. Detailed descriptions of these drugs 
and instruments will be printed in subsequent issues. 


Cofron Elixir (Abbott Labs) 

Eskacillin—New Strengths (Smith, Kline & French) 
Hand Stercoscope (General Electric Co., X-Ray Dept.) 
Lipomul-Oral (Upjohn) 

Myciguent Ointment (Upjohn) 

Myciguent Ophthalmic Ointment (Upjohn) 

Neocylate with Colchicine (Central Pharmacal Co.) 


Neomycin Sulfate (Upjohn) 

Phenurone (Abbott Labs) 

Preceptin Gel (Ortho) 

Selsun Suspension (Abbott Labs) 
Terramycin Otic Solution (Chas. Pfizer) 
Tri-Dex (Testagar) 

Vi-Aqua Therapeutic (U.S. Vitamin Corp.) 
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TRADEMARK 


minutes . .. induced Sy TWin- 
shell of pentobarbito! 
sodium sustained by a 
deloyed release of enteric- 
coated phenobarbital (A gr.) 


Little, if any; likeli- 
hod of” ‘hangover’ symptoms 
—thanks to TWIN-BARB’s unique 
tandem action and corefully 
adjusted barbiturate balance 


PENTOBARBITAL + PHENOBARBITAL 


Sugar Coating ——+f 


Pentobarbital 
Enteric Coating 
Phenobarbital 


a new 
sedative of 

unique construction 


supp.ieD: Bottles of 100 and 
1000 round, blue tablets. 


B. F. ASCHER & COMPANY, INC. 
h Ethical Medicinala KANSAS CITY, MISSOURI 
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Aug. 31—London .. . All day 
in the library of the British Medi- 
cal Assn. and in the book shops. 
In the evening to walk with Mis- 
tress Pepys at the Festival grounds. 

Sept. 1—Copenhagen, meeting 
on the plane Austin Smith, just 
arrived from the U.S., and also 
Horsfall of the Rockefeller Insti- 
tute and Howe of Hopkins. In 
Copenhagen a great crowd came 
to the plane. So to the Angleterre 
and in the evening to dance at the 
Ambassadors with Ottolenghi 
from Buenos Aires, Bonfin from 
Sao Paulo, Campos from Rio, the 
O’Connors and Margaret Eagan 
and Dorothy Ducas and Mort 
Seidenfeld and all the ladies, 
which made a merry welcome. 

Sept. 2—At the desk catching 
up with the editorial duties. In 
the afternoon to a fine reception 
for all who attend the poliomyeli- 
tis conference, seeing also the meet- 
ing places and the exhibits and 
working on the plans. 

Sept. 3—The opening meeting 
in the great hall of the Medicinsk- 
Anatomsk Institute. Here came 
the Queen to grace the occasion 
with her beauty and charm. Here 
Hansen, rector of the University, 
spoke of the need for training 
young men and the way in which 
international medical relationships 
could aid. The great Professor 
Neils Bohr told how advancing 
knowledge of physics might yet 
aid greatly the biologic sciences 
and Basil O'Connor presented a 
gavel which President Roosevelt 
had given him. In the afternoon 


Dr. Oswaldo Campos, Dorothy Cam- 
pos, Rio de Janiero; Dr. Albert 
Sabin, Cincinnati; Mrs. Van Creveld 
at Copenhagen. 


Personal Diary 
and Observations on 
Medical Life 


by MORRIS FISHBEIN, M.D. 


Mistress Pepys tendered a recep- 
tion for all the ladies from many 
nations. In the evening to dine at 
Wivex in the Tivoli where food 
and wine and music make for a 
beautiful memory. 


Sept. 4—To a beautiful recep- 
tion tendered by the American 
ambassadress, Mrs. Eugenie An- 
derson of Minnesota, in a lovely 
home. In the evening to dine with 
Professor and Mrs. Bohr in the 
great home in the Carlsberg brew- 
ery grounds. The brewery was left 
to the University which derives a 
great income from it. The home 
was the home of the owner and, 
by vote of the Academy of Sci- 
ences, is provided for a leading 
scientist during his lifetime, to- 
gether with all necessary funds for 
upkeep. 

Sept. 5—To the sessions to hear 
the discussions of epidemiology. 
Three Russian delegates have ar- 
rived, one of them with a great 
long beard, one of them a woman 
who is director of laboratory serv- 
ices for Russia, and the third a 
thin-lipped, narrow-eyed,  stern- 
appearing and unsmiling charac- 
ter who, rumor whispers, is the 
N.K.V. protection. They ask 
promptly to be allowed to speak 
for one hour in Russian and get 
five minutes in French. 

In the afternoon to a great re- 
ception by the Danish Medical 
Assn. in their beautiful Domus 
Medica, the previous home having 
been destroyed by a bomb during 
the war, and its great library with 
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it. Here met again Fenger an! 
Clemmesen and many other 
In the evening to the beautify 
domicile of @rskov, director o: 
the State Serum Institute, th 
home and its upkeep being pe: 
quisites of the position. 

Here were Rivers, Stanley, An 
drewes, Anderson, Campos, Kling 
from Sweden, Rascano from He! 
sinki, Jungeblut and the young 
Mrskovs and the Van Ripers, anc 
the evening full of fun and fellow 
ship with toasts and skoals and 
hilarity. @rskov told of the two 
little girls who were playing house 
Said one: “I don’t know what to 


do about my husband; he simply 
won't eat oatmeal.” “That’s noth 
ing,” said the second little gir! 
“Mine keeps wetting the bed.” 


Dr. Thomas Rivers, Presbyterian 
Hospital, New York; Dr. Max Kling, 
Stockholm—in Copenhagen. 


Sept. 6—This morning at the 
desk and in the afternoon to 
Oskar Davidsohn for luncheon 
where the menu is a yard long 
and where you begin with a sand- 
wich that must contain a hun- 
dred small shrimp. Next to view 
the exhibit where a second-hand 
Studebaker is being raffled and 
70,000 tickets already sold at one 
kroner—14 cents each; also a tom- 
bola is being conducted (a Danish 
raffle that is) for a hundred 
pounds of coffee and for 50 car- 
tons of Philip Morris cigarets. All 
this helps to pay the expense of 
the conference. 

In the evening to the home of 
the Ragoczys for a family dinner 
along with Basil O’Connor and 

(Continued on page A-86) 
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straining at stool: 


always distressing... 
frequently dangerous 


.. sometimes deadly 


TO CORRECT YEARS OF 
CONSTIPATION WITH 
SOFT, MOIST, EASILY 
PASSED BULK 


RB, 3 tablets 
Cellothyl t.i.d... 


The very states in which straining at stool can be most dangerous 
are conditions which invite constipation: cardiac dysfunction, 
hernia, pregnancy, anorectal disease and postsurgical states. In 
their presence, such almost unavoidable factors as inactivity, 
dietary restriction, weakness and local trauma lead to constipa- 
tion due to bowel stasis, bulk deficiency or dyschezia. 


Prevention of the need to strain has become an important part 
of therapy in such states. Fortunately, natural, comfortable bowel 
function can be achieved and maintained with Cellothyl without 
fear of interference with other therapeutic measures or of in- 
ducing cathartic addiction. 


Where constipation exists, it can be corrected with Cellothyl; 
where it is likely to occur, it can be prevented. The ease and 
frequency of bowel movements improves as Cellothyl reestab- 


lishes normal function by correcting several common and 
related factors: 


1. bulk deficiency ... by providing adequate bulk of proper 


consistency 


2. intestinal stasis ... by encouraging peristaltic action through 
gentle mechanical stimulation 


3. dyschezia ... by assuring soft, moist, easily passed stools. 


The physician using Cellothyl has the advantage of providing 
medication which is nontoxic, nonantigenic and nonreactive in 
the gastrointestinal tract. It causes no bloating or distention, no 
frequent, urgent calls to stool. Its action is physiologically cor- 
rect. Following the normal digestive gradient, Cellothyl passes 
through the stomach and small intestine in a fluid state, then 
thickens to a smooth gel in the colon, providing bulk where 
bulk is needed for soft, formed, easily passed stools. The presence 
of sufficient physiologically correct bulk helps stimulate in- 
testinal motility and reestablish bowel regularity. 


each dose with 


a full glass 
of water... 5 : E 


to maintenance 
dose (1 or 2 tablets 


until normal 
stools appear 


BHAND OF 

® METHYLCELLULOSE 
ESPECIALLY PREPARED 
BY THE 


CHILCOTT PROCESS 


Cellothy! tablets (0.5 Gram) in bottles of 100, 500 and 5000. 
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at last 


attained 


the simple method 
of contraception 
—used without 


a diaphragm 


e proven clinically effective 
@ proven more spermicidal 
e proven well tolerated 
@ proven more esthetic 


composition 


: Preceptin® Gel contains the active spermicidal agents 
; p-Diisobutylphenoxypolyethoxyethanol and ricinoleic acid 


in a synthetic base buffered at pH 4.5. 


Pharmaceutical Corporation 


Raritan, New Jersey 


the goal has been 


Mr. Basil O’Connor and Professor Neils Bohr at Inte; 
national Poliomyelitis Congress in Copenhagen. 


Betty Ann, J. Cobb, the orthopedic surgeon from 
New York, and his lady, the Clemmesens, Nissens. 
Andersons, and the Ragoczy family. Here much 
talk about the Russians and about Sister Kenny 
who has arrived and who sits sleeping through the 
scientific sessions. It seems she told a physical thera- 
pist that with her fingers she could feel the virus 
getting into the muscles. The Russians have been 
discussing every paper and in each instance refer- 
ring to the fact that it was all known to Pavlov. 
And old Pepys said the Kenny method was not 
really discovered by Sister Kenny but by a Russian 
named Kennavotchka in 1805. 


Sept. 7—Now Mistress Pepys has completed 
her shopping and Georg Jensen, Royal Copen- 
hagen and Bing and Grondahl are well-nigh ex- 
hausted. Old Pepys attends the closing sessions of 
the Congress and plans the seating for the banquet. 
In the evening a great dinner at the Wivex at- 
tended by some 800, which all will remember as 
one of the greatest occasions of any Congress, with 
superb food and wines and music. Here came the 
Ambassadress and brought along Perle Mesta who 
had flown in from Luxembourg. When one meets 
her one thinks perforce of Ethel Merman. After- 
ward all walked through the Tivoli, where Danes 
delight themselves with opera, ballet, music, fire- 
works and dozens of displays and restaurants at 
minimal prices. 


Sept. 8—Early awake and settling the final 
arrangements and then by plane to Stockholm 
along with the Campos, Bonfin and Ottlenghi en- 
tourage and the Tarafas’ from Cuba. To the Hotel 
Malmen, a new hotel built by the socialist govern- 
ment of Stockholm, and not quite finished. The 
rooms are like cubicles, the beds fold out of the 
wall, the furniture a few pieces in modern. There 
is a device to awaken you in the morning (which 
doesn’t work), a radio which doesn’t work and 
an electric elevator which either doesn’t work or 
works so fast that your rear gets caught in the 
closing doors as you leave it. Whatever you want. 
you call room service. You order orange juice, 
fried eggs over with bacon, coffee and Danish 


, 
7 
e 
« 
\ 


Old Pepys; Josiah J. Moore of Chicago (Treasurer of 
the A.M.A.); Edwin S. Hamilton, Kankakee; Gunnar 
Gunderson, LaCrosse—attending W.M.A., Stockholm. 


pastry. The voice says, “Thank you,” or “Tack,” 
and you get herring and tea. But after a while you 
learn to operate the elevator, you get what you 
want—but the awakening device and the radio 
never do work! 

So for a walk and met Gunderson and Hamil- 
ton, Cibrie from France, Maystre from Switzer- 
land and the Leuches, and Sen from India and 
others of the Council of the World Medical Assn. 


Sept. 9—Stockholm . . . Met Lawrence Linck 
and invited to an afternoon reception for the 
International Congress on Welfare of the Crippled, 
to which old Pepys and his lady are both delegates. 
All day with the Council of the World Medical 
Assn. and much question because Sensenich, Hen- 
derson and Lull have not arrived. In the evening 
to a formal dinner given by the Swedish Medical 
Assn. for the Council of the W.M.A. at the Rosen- 
bad. The menu included a bisque d'ecrevisses 
which is for gourmets and the toasts were drunk 
with dry solera romate and cruse monopole rouge. 

. .. About that time Henderson, Sensenich and 
Lull arrived—two hours delayed leaving New 
York because of strike of a service crew; delayed 
again because the ship couldn’t land at Gander; 
too late to make the connection in London, and 
two hours late landing after they'd made the con- 
nection next day. 


Sept. 10—All day with the Council of the 
World Medical Assn. and at night to dine at Cafe 
Riche and then to hear “Manon Lescaut” beauti- 
fully sung in the Opera. The crepes suzettes made 
us late for the first act and the family of Gosta 
Bjorling, great tenor, none too pleased when we 
crawled in front of them en route to our seats. 
Afterwards to the Grand Hotel for a nightcap and 
met the Henry Kesslers and the Howard Rusks 
accompanied by Mrs. Bernard Gimbel, and there 

(Continued on page A-88) 


a major advance 
in conception control 


—requires no diaphragm 


the new simple 
effective method of 
conception control 

—applied with 

measured-dose 


applicator 


built on a better base 

e spreads rapidly 

e adheres longer to moist cervical mucosa 
e readily miscible with semen 


e quickly releases active spermicides 


Pharmaceutical Corporation 


Raritan, New Jersey 
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was Mary Switzer. And old Pepys 
heard that the Swedish Minister 
of Health none too pleased with 
the “reactionary” World Medical 
Assn. coming after the highly so- 
cial International Society for the 
Welfare of the Crippled. 

Sept. 11—With Mistress Pepys 
to visit Svenska Glas and Nor- 
diska Glas and looked at Orrefors, 
pronounced Or-r-r-eforsch with a 
r-r-rolling “r” and also Kosta and 
Mallare and bought for Justin and 
Anne dozens of glorious goblets 
and wines and cordials and others. 
Reminded too of Frank Ober’s 
tale of the Scotch waitress who 
burred her “r’s” roundly. “Do you 
always roll your ‘r’s’ like that?” 
he asked her. “No,” she said. 
“Only since I hurt my hip.” 

In the lobby met Eugene Or- 
mandy and his charming wife and 
invited to hear him rehearse with 
the Stockholm orchestra. For din- 
ner to the Cecil and ate another 
kind of pancakes stuffed with sour 
cream, and with the Van Ripers 
to see a variety show at the China, 
which included Egyptian, French, 
Swedish, American and West In- 
dian acts, the best being one Hen- 
ry Salvador who entertained beau- 
tifully for an hour with imitations, 
songs and dances. 

Sept. 12—With the Van Ripers 
to hear Ormandy rehearse and the 
Stravinsky “Firebird” sufficient to 
lift you out of your seat. Again 
the Council and at noon all to the 
x-ray and equipments factory of 
Elema-Jahrnes, viewing the mak- 


Dr. Otto Leuch, Zurich; Dr. J. May- 
stre, Geneva; Dr. P. Cibrie, Paris—at 
W.M.A., Stockholm. 
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ing of x-ray, electrocardiograph, 
basal metabolism and diathermy 
apparatus. Here a luncheon with 
platters and platters and platters 
of herring, eel, sardines, cheeses, 
shrimp, lobster and salads. Also 
great goblets of beer and “vatten,” 
or mineral water. Then suddenly 
big steaks with many vegetables 
and beautiful white and red wines 
and cognac and brandy, and old 
Pepys thought that all the Council 
would be napping during the re- 
ports that afternoon—and they 
were! 

Sept. 13—Again the Council 
and in the evening to dine with 
Ben Koven at the Ritus on “pero- 
gen” and “strudel” and Swedish 
“gefiillte fisch.” Then to hear 
“Aida” sung in Swedish (except 
for the tenor, who sang in Italian), 
and at the end of the second act 
the triumphal march filled the 
stage with so many soldiers and 
dancers and slaves and whatnot 
that it seemed to old Pepys the 
Swedish unemployment problem 
could be settled by staging “Aida.” 
And going to bed old Pepys 
thought it had been a busy week 
thus far, but in between there had 
been opportunity to read “The 
Delicate Ape” and “It’s A Crime,” 
two old but good mysteries, and 
also “Introduction to Sweden,” an 
official picture of the nation’s af- 
fairs, and, best of all, a wonderful 
new novel by Graham Greene call- 
ed “The End of the Affair.” 

Sept. 14—Again with the Coun- 
cil. In the afternoon during a driv- 
ing rain with Hannum and the 
Henry Kesslers to see the famous 
explorer Sven Hedin and his sis- 
ter Alma. She originated the idea 
of sending money instead of flow- 
ers at the time of a funeral—the 
money to be used in aid to the 
aged, and now these funds have 
financed the building of wonderful 
homes where hundreds of old peo- 
ple are beautifully cared for. 

Sven Hedin is surrounded by 
books. He is now 87 years old and 
has written perhaps a hundred 
volumes which have been trans- 
lated into the languages of the 
world. He was a dear friend of 
Harvey Cushing, from whom he 


Dr. S. C. Sen, New Delhi; Dr. 
George F. Lull, Sec’y General, 
A.M.A.; Dr. Elmer Henderson, Louis- 
ville; Dr. P. Cibrie, Paris; Dr. T. C. 
Routley, Sec’y Canadian Medical 
Assn.—in Stockholm. 


had many letters, as well as hav- 
ing correspondence with all the 
great kings, emperors, nobles, 
presidents and scientists of half a 
century. He was among the first to 
visit the Grand Lama of Tibet 
and he showed us a copy of 
the new book written by Lowell 
Thomas and his son in which was 
inscribed: “To Sven Hedin, giant 
among the explorers of Tibet, 
from Lowell Thomas, Sr. and 
Lowell Thomas, Jr., who beside 
him are mere pygmies.” Scores 
and scores of honors and medals 
and decorations attest the great 
respect of the world for Hedin, 
although he got himself crosswise 
on his attitude toward the Ger- 
mans in World War II. 

So old Pepys had a pleasant tea 
and promised to return again. . . . 
At night with all the Council and 
their ladies to the magnificent 
home of Dag Knudsen for a din- 
ner replete with all that makes a 
dinner perfect, especially a hostess 
with charm and wit and beauty. 

Sept. 15—By boat for a tour to 
Skokloster, a castle with great col- 
lections of armaments and relics of 
the 17th century. Here also his- 
torical paintings and murals and a 
great collection of wise sayings. 
After luncheon to visit the parks 
and see the beautiful view over 
Lake Malaren and then by bus 
back to town, learning from the 

(Continued on page A-90) 
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By utilizing the principle of 
synergistic enhancement in its fullest 


Codeine provides high analgesia 

and sedation on relatively low 
codeine dosage, with reduced side- 
effects. The analgesics (aspirin 

2% gr. and phenacetin 3 gr. per 
capsule) and sedative (phenobarbital 
VY, gr.) effectively potentiate a small 
dosage of codeine (either 4 

or 2 gr.). And the addition of the 


—to implement the analgesic- 
sedative action, and to help 
counteract any tendency to nausea 
or constipation so often provoked 
by codeine medication—provides 


\\ practically always'successful” for 
“patients with steady pain. 
QQ 
PHENAPHEN 
(Brown and White 
Steadard formule 
PHENAPHEN NO. 
(Yallaw and Black Capsule) 
Phenaphen with Codsine Phosphate Gr. 
PHENAPHEN NO. 


(Green ond Bleck Caps 
Phanaphen with Codeine Phosphate Yo Gr. 


| enapken deine 


A. H. ROBINS COMPANY, INC. . 


RICHMOND 20, VIRGINIA 
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guide about the socialized homes 
where parents get a 10 per cent 
reduction in rent for every child 
up to the age of 10, when the 
state feels it cannot pay a profit on 
the rent. At night with the Van 
Ripers and the South American 
colleagues to dine and dance at 
Bellmansro where a Swedish or- 
chestra plays jazz, rhumba, conga 
and sweet, all with the same 
rhythm. 

Sept. 16—Now the general as- 
sembly of the W.M.A. convenes 
in the great Parliament building. 
Delegates have come from 29 na- 
tions. Dag Knudsen is installed as 
president and makes a resounding 
address which the simultaneous 
translation system carries to all in 
either English, French or Span- 
ish. Western Germany, Japan and 
Haiti are now represented. The 
treasurer, Otto Leuch, makes a 
James Thurber report in English 
and then all adjourn to the usual 
luncheon of herring, beer, and a 
choice of other Swedish dishes in 
the lunch room of the Parliament. 

In the afternoon more reports 
and in the evening to a great din- 
ner of the Swedish Medical Assn. 
in the Grand Hotel where old 
Pepys sat between the charming 
and artistic Mrs. K. E. U. Jaameri 
of Helsinki, and Mrs. R. Halvor- 
sen of Norway, and wasn’t he 
lucky! The menu: Oxtail Claire, 
Jeune Cog des Bois Roti a la Sue- 
doise with Gelee de Groseilles, 
Haricots Verts et Champignons 
Frais, saute au beurre, Peche a la 
Sultan, accompanied by Lacave 
Pale Sherry and Bourgogne mar- 
cille, preceded by a variety of her- 
rings and succeeded by coffee. 

Sept. 17—All day with the 
General Assembly listening to dis- 
cussions of medical education, 
drugs, the medical press and what- 
not in which Pridham, Sensenich 
and old Pepys participated with 
reports. In the evening with the 
Van Ripers to a farewell dinner 
at Bacchi Wapen which is one of 
Stockholm’s best. Here one tries 
Smor, brod och Rakcocktail, Kokt 
poularde, and crepes Noisette 
which is a French pancake stuffed 
with nuts and fruits. 
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Sept. 18—From the quay at the 
Carl XII palace opposite the opera 
all the delegates and the ladies 
went in motor boats around Stock- 
holm and under the bridges that 
connect the islands. Then by bus 
to Waldemarsudde, home of the 
late Prince Eugene, to view the 
collection of his paintings includ- 
ing Matisse, Picasso, and many 
paintings by Prince Eugene him- 
self. Luncheon with the usual hors 
d’ouvres was in the restaurant in 
the open air museum where the 
homes of generations of Swedish 
people are to be observed. Then 
to the City Hall, one of the finest 
in the world, where a room in 
mosaic is breathtaking in its artis- 
tic creation and splendor. Still 
later to Drottningholm, the sum- 
mer residence of the late King 
Gustav V, and here clad in cos- 
tumes of the Elizabethan period a 
distinguished orchestra and cast 
sang Pucell, Mozart, and the en- 
semble of the ballet of Stockholm 
danced sedately a ballet to music 
by Campra called “L’Europe Gal- 
ante.” In the .evening to dine with 
David Dietz and Dorothy from 
Cleveland and then to hear a 
Swedish cast sing “Madam But- 
terfly” in which the singing was 
superb and the acting too awful to 
remember. 

Sept. 19—In the morning the 
Assembly discusses social security 
under the leadership of Dag Knud- 
sen and then everybody takes a 
hand, the most striking contribu- 
tion that of Mantellos of Greece 
who says that the system makes a 
profit in Greece because of the low 
quality of the service and the fact 
that all the money is kept in 
banks. When the doctors urged a 
better quality of service the bank 
clerks went on strike. From Nor- 
way came word that doctors and 
patients alike are satisfied with the 
conditions. The British represen- 
tatives seemed a little resentful 
about criticism of their system and 
Gregg said too much misinforma- 
tion has been circulating. In gen- 
eral, all warned against too great 
encroachment by the state. 

In the afternoon Arvid Wall- 
gren told of the Swedish attack 


on tuberculosis, Dr. Kyjeld ck 
scribed the therapeutic method 
which include PAS and strepto 
mycin with surgery not too lon; 
delayed when needed. Dr. Gunna: 
Biorck of Malmo, a disciple o 
Paul D. White, spoke of the rela 
tionship of medical organizatio: 
to the problem of cardiovascula: 
diseases. Then, in three great hall: 
packed to the doors, people as 
sembled to see a television demon 
stration sponsored by Squibb and 
R.C.A. in which Professor Clar- 
ence Crafoord of Stockholm open. 
ed a constricted mitral valve. To 
this old Pepys brought also Sven 
Hedin, his brother and his sister 
Alma, and all eyes bulged at the 
drama and the vividness of the 
surgical procedure. 

Sept. 20—The General Assem- 
bly completes its sessions, Dr. 
Edwin S. Hamilton, U.S.A., bring- 
ing all to laughter with a refer- 
ence to the American administra- 
tor of social security. Professor 
George Krimpas of Athens is made 
president-elect and the next three 
meeting places are to be Athens, 
Amsterdam and Rome. Before the 
Amsterdam meeting in 1953 the 
International Congress on Medical 
Education will be held in London. 
In the afternoon with Mistress 
Pepys and the Dietz’s to tea at 
Sven Hedin’s and viewed all his 
trophies and treasures. A hundred 
thousand letters from emperors, 
statesmen and scientists are care- 
fully filed and are invaluable as 
historical records of 60 years of 
public life. 

Sept. 21—The medical editors 
assemble with old Pepys presiding. 
Medical journalism is discussed by 
Feasby (Toronto), Leuch (Zur- 
ich), Shapiro (Cape Town) and 
Smith (Chicago). A gorgeous 
luncheon is tendered to all by Mil- 
ton Lasdon of Nepera Chemical 
Co. Then the Council and the 
committees meet again. 

Sept. 22—Once more the Coun- 
cil; next old Pepys visits the great 
new South Hospital, with 1200 
beds and provision for an equal 
number underground in case of 
bomb attacks. Then by the night 
plane to Oslo. 


4 
| 
| 


1. To control hyperacidity —a superior antacid combi- 
nation (magnesium oxide and aluminum hydroxide, also 
a specific antipeptic) provides two-way, balanced antacid 
activity. 


To control crater irritation—a superior demulcent 
(methylcellulose, a synthetic mucin) forms a protective 
coating over ulcerated mucosa. 


To control spasm —a superior antispasmodic** (Ben- 
tyl Hydrochloride) provides direct smooth muscle and 


parasympathetic depressant properties . . . without 
“belladonna backfire.” 


To control lysozyme —a proven antilysozyme, sodium lauryl 
sulfate. Recent evidence suggests that lysozyme, as well as 
pepsin and hydrochloric acid, is an etiologic factor in the patho- 
genesis of peptic ulcer...°:‘ It seems well established that 
sodium laury] sulfate is capable of inhibiting the lysozyme and 
peptic activity of the gastric juice without changing its pH.*** 


EPQQS AGE: Two tablets every three hours as needed for relief. 
ildly minted Kolantyl tablets may be chewed, or 
swallowed with ease. Kolantyl is also recommended 

for the hospitalized patient. 


New York 
CINCINNATI 
Toronto 
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William Harvey and the Spirit of Inquiry 


FREDERICK STENN* 


UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE, CHICAGO 


n April 1, 1951, the medical world cele- 
O brated the 373rd anniversary of the birth of 

the immortal founder of experimental medi- 
cine and far-famed discoverer of the circulation of 
the blood—William Harvey. Born of a family of 
nine at Folkstone, England, his scientific mind led 
him to Caius College, Cambridge, where he took 
full advantage of dissection of recently executed 
criminals. The renowned anatomist, Fabricius, who 
attracted him to Padua in 1598, taught him “to 
learn and teach anatomy, not from books, but 
from dissections; not from the positions of philos- 
ophers, but from the fabric of nature.” Though he 
with his fellow students slept in poor quarters, 
studied in feeble light, and labored without amuse- 
ment (class hours were usually from 6:00 a.m. to 
8:00 p.M.), he burned with the same spirit of in- 
quiry that characterized his Paduan predecessors, 
Vesalius and Fallopius. In 1602 he returned to 
England, married Elizabeth Browne, daughter of 
Dr. Browne, Physician to Queen Elizabeth and 
King James I, and later cultivated the closest 
relations with King Charles I. 

The Royal College of Physicians of London was 
quick to adopt Harvey as one of its sons, and by 
1616 he was giving the Lumleian lectures in 
anatomy. He distinguished himself at St. Bartholo- 
mew’s Hospital by prudent management, and estab- 
lished the rules that only the curable would be 
treated, that only sick patients would be admitted, 
that the patient refusing medicine would be dis- 
charged, that the surgeon must consult the doctor 
(physician) in all difficult cases, especially when 
amputations and trepanning were to be done, that 
the apothecary, matron and sisters were to be at 
hand when the doctor wrote prescriptions, and 


*Lecturer in History of Medicine, University of Illinois College of 
Medicine, Chicago, Illinois. 


that prescriptions be kept secret. Through his in- 
fluence he crushed the false accusations against cer- 
tain women in the infamous Lancashire witch 
incident in 1634. 

His favorite motto he told to an admiring 
student and autograph collector, De Clarges by 
name: “Dii laboribus omnia vendent” (the gods 
will sell everything for the price of labor). 

In 1642 the destruction by parliamentary soldiers 
of his home and library, with its numerous unpub- 
lished scientific papers, left him sober and sad. 
However, the generous financial support given to 
him by his devoted brother Eliab, together with 
the deep interest of King Charles I, encouraged 
his investigations until he was enfeebled by gout. 
A cerebrovascular accident terminated a life full 
of abuse and tempests, yet he was rewarded with 
honors that place him in the medical heavens as a 
luminary of the first magnitude. 

Until Harvey's time, every medical school rigidly 
taught, and every physician fervently believed, the 
conceptions set down as canonical law by Galen. 
The movement of the blood, by some believed to be 
due to diastole of the vessels and ascribed by others 
to the heart, was of a to-and-fro character, like 
the ebb and flow of the tides. Food taken into the 
gastrointestinal tract was changed to chyle, the 
chyle was carried to the liver by the portal vein, 
and, from the chyle, the liver formed blood. From 
the liver the blood was sent out to all parts of the 
body through the veins and returned to the right 
side of the heart. Part of the blood was discharged 
into the pulmonary artery to be refrigerated by the 
lung, and part passed through pores in the inter- 
ventricular septum to mingle with the vital spirit 
or air that occupied the left ventricle and the 
arterial system. As for the pulmonary vein, it car- 


( Continued on page A-98) 
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WHEN 
CORPUS LUTEUM | 
HORMONE 


DEFICIENCY 
IS THE CAUSE... © 


in the pregnant woman, 
PROLUTON, by intramuscular injection, 
and Prano ablets, by mouth, 


threatened abortion and prophylaxis 
of habitual abortion, when due 
to progesterone deficiency. 


® 
PROLUTON sad? PRANONE control 


(Progesterone U.S.P.) functional uterine bleeding, 
dysmenorrhea and premenstrual tension. 


in the sterile woman, 
PROLUTON and PRANONE create a 
more normal endometrium favoring 
retention of early conceptus. 


CORPORATION 
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ried only fuliginous vapors to be exhaled by the 
lung. The innate heat of the body was supposed 
to originate from the heart. 

Harvey refused to accept this teaching, and set 
out to draw conclusions only on the basis of what 
could be determined by experiment and observa- 
tion. He conducted experiments on some 80 dif- 
ferent species of animals including deer, fish, snails, 
toads, frogs, reptiles and birds, as well as on the 
bodies of executed criminals. The results of his 
work on living creatures, repeated innumerable 
times, afforded him the courage to report his revo- 
lutionary findings before the Royal Society of 
Medicine in that memorable year of 1616. The un- 
popularity of his views, however, persuaded him to 
delay the publication of his great De Motu Cordis 
et Sanguinis until 1628. 

Fracastorius—who named syphilis—said the mo- 
tion of the heart is to be comprehended only by 
God. But Harvey observed the heart to be sharply 
contracted and blanched during systole, its walls 
approximating each other, the length from apex 
to base shortened, and then dilated and turgid in 
diastole, all this “coming and going like a flash 
of lightning.” The arteries dilate by virtue of the 
systole of the heart, he said. Incision of the pul- 
monary artery when the right ventricle contracts, 
and of the aorta when the left ventricle contracts, 
results in spurts of blood, synchronous with that 
contraction. It is impossible, he added, for . the 
pulse to arise from movement inherent in the 
arterial wall. A postmortem examination on a 
nobleman showed the axillary and femoral arteries 
“converted into a bony tube,” and another revealed 
the ascending aorta encased in bone—yet in each 
case the pulse was obtainable in the arteries distal 
to the involved segment. 


HAT arteries contained no air or spirit (the 
word artery is derived from a Greek root 
meaning air or windpipe) he demonstrated easily 


-by incising the vessels in living animals under 


water or oil. Why arteries are empty and appear to 
contain air in the dead man or animal he explained 
as follows: 

“When respiration ceases, the lungs collapse and 
then the passages through them are closed. The 
heart, however, continues for a time to contract 
upon the blood whence we find the left auricle 
more contracted and the corresponding ventricle 
as well as the arteries at large appearing empty 
simply because there is no supply of blood flowing 
round to fill them. In cases, however, in which the 
heart has ceased to pulsate and the lungs to afford 
a passage to the blood simultaneously as in those 
who have died from drowning or syncope or who 
die suddenly, you will find the arteries as well as 
the veins full of blood.” 

He found a small pulse in a patient with 
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Harvey’s figures illustrating experi- 
ments on direction of blood flow 
in veins. 


aneurysm of the axillary artery, and at autopsy 
an aneurysmal tumor. Antedating Laennec and 
Cheyne by 200 years, he wrote: “Whence it ap- 
pears that wherever the motion of the blood 
through the arteries is impeded, whether it be by 
compression or infarction or interception, there 
do the remote divisions of the arteries beat less 
forcibly, seeing that the pulse of the arteries is 
nothing more than the impulse or shock of the 
blood in these vessels.” And though all sought 
shelter in the belief that natural spirits flow 
through the veins, vital spirits through the arteries, 
and animal spirits through the nerves, Harvey scut- 
tled the pedagogy of Bologna, Rome, Paris and 
London when he wrote: “But we have found none 
of these spirits by dissection, neither in the veins, 
nerves, arteries, nor other parts of living animals.” 

The valves of the heart are so constructed as to 
favor the forward and to prevent the backward 
movement of the blood, whether these be tricuspid, 
mitral or semilunar, he continued, and the pul- 
monary vein has nothing to do with the carriage 
of fuliginous vapors, but purely with the transport 
of arterial blood from the lungs to the left side of 
the heart. 

The idea of the existence of pores in the septum 
of the heart serving as a channel for the passage 
of blood from the right to the left side of the heart 
Harvey demolished with a single potent experi- 
ment reminding us of the pioneer studies in cardiac 
catheterization by Forssmann. Ligating the pul- 
monary artery, pulmonary veins and aorta of a 
freshly hung convict, the great Englishman opened 
the left ventricle and passed a tube through the 
length of the vena cava into the lumen of the right 

(Continued on page A-100) 
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picture of an acne patient 


after Acnomel 
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ventricle, and at the distal end of the tube attached 
an ox’s bladder through which he forcibly inserted 
a pound of water. Not a drop escaped from the 
ventricle. 

Venous blood, in addition, always moved toward 
the heart, and in the instance of the extremities 
could not move distally because the valves which 
Fabricius had discovered in the veins had the 
specific function of preventing regurgitation. 

The final pillar in Harvey’s ingenious teaching 
lay in the quantitative determination of the cardiac 
output, an appeal to mathematic reasoning which 
up to then was almost unknown in medicine. With 
every stroke of each ventricle, two ounces or 60 
ce. of blood are ejected, 120 cc. for both ventricles 
per stroke, 7.2 liters per minute, and 43.2 liters 
per hour. It is just as impossible for this amount 
of blood, he argued, to be formed so rapidly from 
nutriment as it is to conceive this amount remain- 
ing in the tissues. No alternative remains but to 
conclude that the blood expelled must be the same 
blood that is returned to the heart. * 

Though it remained for Marcello Malpighi in 
1660 to demonstrate with the microscope what 
Harvey suspected but was unable to see with his 
naked eye, Harvey uprooted the cherished concep- 
tions of antiquity thus: 


“It has been shown by reason and experiment 
that blood by the beat of the ventricles flows through 
the lungs and heart and is pumped to the whole 
body. There it passes through pores in the flesh into 
the veins through which it returns from the 
periphery everywhere to the center, from the small- 
er veins into the larger ones, finally coming to the 
vena cava and right auricle. This occurs in such 
an amount, with such an outdow through the 
arteries, and such a reflux through the veins, that 
it cannot be supplied by the food consumed. It is 
also much more than is needed for nutrition. It 
must therefore be concluded that the blood in the 
animal body moves around in a circle continuously, 
and that the action or function of the heart is to 
accomplish this by pumping. This is the only rea- 
son for the motion and beat of the heart.” 
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Fabricius lecturing in the Aula of the University of Padua. 
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